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INTRODUCTION 
A thesis usually consists of moving bones from one 
graveyard to another. While this may be partially true in 
this instance, there is, nevertheless, considerable that the 
writer has gleaned and benefited from while conducting the 
research and organizing the material and an appropriate eval-
uation and interpretation of it. There is a direct and im-
mediate application of several portions of it as it affects 
the writer's present work as a vocational rehabilitation 
counselor. My frame of reference incorporates several years 
with the Medical Corps during World War II, work as a Dis-
ability Supervisor analyzing applications for disability in-
surance in the Social Security program, and my present posi-
tion with the Massachusetts Rehabilitation Commission. 
I have found the most difficult cases of all to 
evaluate and analyze, with respect to extent of disability, 
are those involving heart disease. Nowhere, does it seem, 
that the rule of individual differences applies more than in 
this broad field. In no other area does there appear the 
mystery, misinformation, fear, anxiety and needless waste of 
productive abilities. Yet heart disease seldom has a sudden 
onset. There are innumerable factors that predispose to the 
condition before it reaches an acute phase that (temporarily, 
we hope) disables the individual. It is a study of those 
factors leading to a heart condition, plus the short and long 
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term effect on the patient, that must be reviewed in order to 
achieve a fitting perspective. 
What ~ those innumerable, intangible, invisible 
factors that enable one patient with severe heart disease to 
eventually return to gainful activity and a productive life, 
while another with a far lesser degree of physical involve-
ment becomes an invalid? Apart from the purely medical as-
pects of the anatomy and physiology involved, we look for the 
answers in the psychological and social areas of investiga-
tion. It calls for a study of each individual in his entire-
ty, a multi-disciplinary approach that culminates in a better 
understanding of the myriad problems, medical and non-medi-
cal, in each individual case of a heart disorder. More spe-
cifically, we seek further understanding of those instances 
where the incapacity is often out of proportion to the actual 
disease. 
There is no sharp line of demarcation between the 
mind and the body, the psyche and the soma, that permits us 
to isolate any part and minutely examine and treat it with-
out considering the interdependency of every part. With this 
as a broad frame of reference for the thesis of "Psycho-So-
cial Factors in Cardiac Disabilities" we can evaluate the 
more significant psychological and social aspects of the dis-
ease. 
Initially there must be a biological presentation 
of the several types of heart disease, and the physiological 
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actions involved. Obesity and hypertension have ramifica-
tions that extend into the psychological and physiological 
areas . There are anxieties and neuroses that may be in ex-
istence prior to the disease, may be instrumental in its in-
ception, or be aggravated by or result from it. The disa-
bility itself may be wholly neurotic in nature, on a func-
tional basis, with no medical evidence of organic involve-
ment . To these there are the adjustments and compensations 
- either towards recovery or complete disability. 
Socially there are the cultural differences for 
consideration together with the attitudes and expectations 
of society. Important in the evaluation is the educational 
background of the individual, his age, and his role within 
the family grouping plus the extent of ego damage and recon-
struction . Among male and female cardiac cases the effect 
and expectations differ widely, especially within the frame-
work of our own culture. 
The job, while an economic factor, is also social 
and psychological in its effect and ramifications. The work 
background is to be considered as it satisfied the individu-
al's needs and as a means of achieving worth and recognition, 
or as it contributed to the disease. Equally important is 
the type of work for which the person may now be suited, or 
rejects. While physically able and willing, industry may not 
accept him. 
The physician, as and if he sees and treats the in-
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dividual in his entirety, the total personality, provides 
the fundamental basis for recovery - or invalidism. 
None of this is presented in an attempt to second-
guess the medical profession, but rather an attempt to illu-
minate those areas wherein actual physical medicine may play 
a lesser role to the psychological and social dynamics in-
volved. 
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CHAPTER I 
MEDICAL ASPECTS 
It is intended to present a perhaps over-simplified 
medical introduction to the problem, yet basic to an under-
standing of the anatomical and physiological bases underlying 
the organic heart condition, and the symptomatology that may 
or may not disable a patient. It is this same symptomatology, 
existent in a functional heart disorder, that is equally dis-
abling. Psycho-social factors may aggravate the organic and 
functional disorders, or be their precursor, yet an approach 
must have as a base of reference the fundamental medical as-
pects pertinent to the cardiovascular system. 
We shall be primarily concerned with the heart at-
tack itself, arteriosclerotic heart disease, hypertensive 
heart disease, rheumatic heart disease, congestive heart 
failure, and the role of hypertension in the medical problem. 
Obesity is of tremendous imvortance as a precursor to and 
aggravator of, cardiac disabilities and dysfunctions. It 
will be dealt with initially with respect to its physiologi-
cal effects upon the cardiovascular system. 
The medical presentation is couched in terms mean-
ingful to a student of human relations; but yet, I feel, com-
prehensive to any lay person sufficiently interested in this 
extremely broad area to desire a knowledge of the heart and 
its physical and mental effects on any individual. As we see 
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the individual in his entirety, and realize the inter-play 
of the social and psychological forces and his reaction to 
them, we can also more fully realize their effect upon the 
biological man. 
The heart is a hollow, muscular organ somewhat 
conical in shape, and roughly about the size of one's fist. 
It is designed to work 24 hours a day, 365 days a year, and 
continues so until the death of the organ and the death of 
the individual. In a 70 year life span, the ordinary heart 
will beat about 2t billion times*, pumping anywhere from 60 
to 300 gallons of blood each hour, depending upon the ac-
tivity habits of an individual, and amounting over a life-
time to several hundred millions of gallons. The heart 
pumps nourishment throughout the entire body by means of its 
arterial circulation, and on its return journey accumulates 
the waste products to maintain the healthy body. When any 
part of the cardiovascular system fails to do its work prop-
erly, then any organ or other system may consequently suffer. 
In the past few decades, life expectancy has been 
extended by more than 17 years**· The increase in the per-
centage of older people in our population is responsible in 
part for the increase in heart disease. The fact that dis-
eases of the heart and circulation are now the chief cause 
* 25, p.5. 
** 5, p.5. 
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of death leads the uninformed to fear heart disease, and to 
consider a diagnosis of such heart disease as a death sen-
tence. As with all disease, early diagnosis and prompt ap-
plication of the best methods of medical management are es-
sential to effect recovery or to halt further deterioration. 
The Heart Attack 
When any portion of the body fails to receive suf-
ficient blood, it cannot function properly; if the shortage 
is severe enough, tissue death may occur*. This may cause 
the death of a portion of the heart muscle or myocardial in-
farction (obstruction of the blood supply to part of the ~­
ocardium or heart muscle). Any physical effort or emotion 
causing the heart to beat faster encounters this obstruction, 
causing angina pectoris (pain in the chest). If this infarc-
tion does not cause the death of the individual, then the 
healing process begins. With the passage of a few months, 
the damaged area is replaced with scar tissue; the infarct as 
such is healed, and the patient's ability to return to work 
may be evaluated or a program of gradually increased activity 
may be planned for him. This represents, of course, a purely 
anatomical point of view, there being many factors influenc-
ing the medical picture and the patient himself to determine 
the extent of recovery and his return to a useful existence. 
*25, p.l2. 
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A large proportion of people who have had a heart attack sur-
vive and either return to their prior activities and pursuits 
or modify them sufficiently to lead a fairly normal life. 
This shall be covered in subsequent chapters in evaluating 
those factors (medical, psychological and social) that have 
a direct bearing on the patient's "recovery". 
Arteriosclerotic Heart Disease 
Arteriosclerotic heart disease results from hard-
ening or narrowing of the coronary arteries that supply the 
blood to the heart muscle*. As a result of the diminished 
blood supply, the symptom of angina is often experienced, and 
is frequently the first warning signal of coronary arterio-
sclerosis. These structural changes are referred to as "de-
generative"** changes, and result in the reduction of the 
calibre of the blood vessel . An insufficient supply of oxy-
gen and other nutrients needed by the heart to function nor-
mally may be caused by a coronary thrombosis (clot in a cor-
onary artery)*** caused when the walls of the artery are 
thickened or narrowed because of arteriosclerosis. At first 
only the strength or function of the heart muscle may be af-
fected; but as the disease progresses, there may be definite 
structural and chemical changes in the organ itself****· 
* 25, p.6. 
** 5, P• 7 • 
*** 24, p.l45. 
****25, p.7. 
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The normal heart is able to increase its blood sup-
ply as increased demand is placed upon it by varying degrees 
of physical or mental activity* (or emotional stress). When 
a person has arteriosclerotic heart disease, the reduced cal-
ibre of the vessels may not allow a sufficient supply of blood 
to the heart (the demand being greater than the supply), re-
sulting in cardiac "embarrassment" (chest pain, etc.). The 
impairment of blood supply to the heart is sometimes c alled 
coronary insufficiency. 
Frequently the heart muscle suffers repeated dam-
age due to the deficient supply. Eventually the heart is 
unable to meet the demands imposed upon it, and with this 
loss of efficiency, the condition of congestive failure de-
velops**· (See page 13) 
Hypertensive Heart Disease 
Hypertensive heart disease results from lon g-con-
tinued high blood pressure which causes the heart to enlarge 
in order to handle the addi tiona! load imposed upon it. \'fuen 
the blood pressure rises above the normal level persistently 
during physical and mental rest (about 150/90)***, hyperten-
sion exists. There are numerous causes for this - diseases 
of the glandular or endocrine systems, diseases of the kidney, 
* 5, P• 9. 
** 25, p.8. 
*** 5, p.6. 
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diseases of the vessels themselves, or emotional diseases 
may produce elevations in blood pressure. Hypertension in 
these diseases is generally termed "secondary hypertension", 
and is usually cured by treatin g the underlying disease*. 
The most common form - where the cause is not known 
- is essential hypertension. 
Hypertension may exist for many years before it be-
gins to produce organic changes of a more permanent nature. 
This may vary from 1 - 40 years, but usually less than 10**· 
Hypertension usually becomes disabling due to changes in ves-
sels and organs supplied by these vessels. The or gans and ar-
teries most commonly involved are the brain, eye, heart and 
kidney. Disturbances of the organs result in their malfunc-
tion. Secondly, the hypertension produces an increased 
workload on the heart, and when this work exceeds the ability 
of the heart to perform its function, the heart begins to 
fail, and congestive heart failure develops. 
Rheumatic Heart Disease 
In this classification is included all forms of 
permanent damage to the heart which result from rheumatic 
fever. The cause of rheumatic fever is not known, but be-
lieved to result from an infection with the streptococcus***· 
* 24, p.l62. 
** 25, p.l2. 
***24, p.l67. 
12 
It chiefly affects the valves of the heart, and the heart 
muscle itself may become progressively less efficient.* 
The disease causes disability in several ways (or any one 
of them). When inflammation develops in the heart, it may 
take the form of inflammation of the inner linin g of the 
heart, of the heart valves, of the heart muscle, or of the 
sac enveloping the heart. Scar formation may cause thicken-
ing and distortion of the valve, preventing proper closure, 
and permitting some of the blood to slip back - usually pro-
ducing a characteristic heart murmur**· 
Congestive Heart Failure 
The heart or heart musculature is placed under in-
creased stress. It reacts to this added stress by the heart 
muscle enlarging in size (hypertrophy) as does the muscle of 
a weight lifter. With the increase in muscle mass, there is 
also an increased demand by this musculature for blood, 
which is supplied by an increase in the coronary blood flow. 
The heart chamber size increases by a greater relaxation of 
muscle, and this allows***, up to a certain point, a stronger 
contraction and ejection of a larger amount of blood per con-
traction. The heart thus maintains a continued fairly normal 
circulation of blood, or cardiac compensation****· As the 
* 25, p.l4. 
** 5, p.7. 
*** 24, p.l68. 
****25, p.ll. 
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stress persists for a period of time, the heart can no longer 
continue to hypertrophy, and the heart musculature gradually 
loses its ability to perform its appointed task and begins 
to fail. This is termed cardiac decompensation*, or con-
gestive heart failure. 
One of the most common symptoms of congestive fail-
ure is shortness of breath, and when experienced as a "feel-
ing", is called dyspnea. When dyspnea is experienced while 
lying down, it is called orthopnea. When it occurs intermit-
tently and at night, it is called paroxysmal nocturnal ~­
nea**· Cardiac failure with an increase in capillary blood 
pressure frequently causes edema, an abnormal accumulation 
of fluid in the body tissues. 
With the judicious use of drugs, these may be con-
trolled, and a state of compensation attained, but if the 
aforementioned and angina persist despite medication and pro-
per medical management, then the patient has established con-
gestive heart failure***· 
Cardiac Considerations 
The recuperative powers of the heart are amazing. 
\Vhen attacked by disease, it performs miracles in an effort 
to regain or maintain its functioning. If it must pump more 
blood to maintain the body, the heart will strengthen its 
* 24, p.l46. 
** 25, p.l2. 
***24, p.l47. 
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chamber walls or increase its pumping rate, or both*. If 
it must increase the pressure to force blood through narrowed 
vessels, it enlarges and becomes stronger to bear the great-
er load. Unless taxed beyond its limits or deprived of its 
own blood supply, it goes on adjusting itself to perform its 
work as the body demands . The load that the heart can carry 
varies widely among individuals, being true whether heart 
disease is present or not**· Among people with heart disease, 
the energy output of the heart ranges from a low level which 
prohibits any but absolutely necessary effort, to a normal 
level which prohibits only extraordinary activity such as 
prolonged running, sports, or heavy lifting. 
Mortality in the first two years after a coronary 
attack is of the order of 6- 7 times the normal rate***, 
but thereafter it falls progressively with increasing inter-
vals of time after the attack. Yet other factors have a 
significant bearing on survival after coronary attacks. The 
milder the acute attack, the more complete the recovery. In 
persons who have accompanying disorders predisposing to pro-
gression of coronary disease, such as diabetes, the long term 
outlook is poorer than average. 
Ordinarily, physical effort does not produce heart 
disease, but may produce sudden pain in the region of the 
heart if the arteries that supply blood to the heart are dis-
* 5,p.7. 
** 5, p.8. 
***22, pp.565-570. 
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eased*. It is not effort that brings about a heart attack 
per se, but the activity putting increased pumping pressure 
on a heart that is already damaged or diseased. Undoubtedly 
that same individual would have been due for a heart attack 
or a pronounced heart condition at some time in the future, 
but it is precipitated by unusual or undue pressure at a 
given moment. 
Nor does physical effort cause a coronary thrombo-
sis (blocking of a vessel supplying blood to the heart mus-
cle)**· Most authorities believe that there is no relation-
ship between effort and the blockage of a coronary artery; 
this based mainly on the fact that more than half of all at-
tacks of coronary thrombosis occur while the person is asleep 
or at rest, and only 2% are associated with unusual exertion. 
It is usually during times of a heavy snowfall, 
when individuals are exerting themselves far beyond any phys-
ical efforts made at any other time of the year, that there 
is the most publicity and the highest incidence of "heart at-
tacksu. Yet that same exertion might extensively damage an 
already diseased heart, but not bring about the attack until 
later when the person is resting or sleeping, or at a still 
later date. We shall see later in this thesis that contin-
ued or an unusual degree of emotional display (or the same 
emotions internalized) or strong psychological factors may 
* 6, p.8. 
**6, p.9. 
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precipitate a coronary to which one is already predisposed. 
We are concerned with two basic programs after the 
onset of a heart condition - a short range program, and a 
long range program. The principal therapy (apart from any 
specific medications for angina, high blood pressure, coagu-
lation, etc.), is rest to allow the infarction to gradually 
heal by putting as little effort on the heart as necessary, 
or to allow the diseased heart or portions of it to recoup 
as much of its former functioning power as possible. In 
the short range program, the patient must be reassured that 
this inactivity is temporary, and that by gradually increas-
ing the activity, he will be back on the road towards a use-
ful existence*. 
We are concerned with the long range program after 
the functional capacity of the heart has become relatively 
stationary, and we can better view the actual degree of car-
diac impairment (usually after a few months in most cases). 
The stability of the functional capacity is determined 
chiefly by the clinical judgment of the attending physician, 
taking the following factors into consideration**: 
1. No marked change in blood pressure, either up or 
dO\ffi• 
2. No increase in amount and frequency of anginal 
pain. 
3. No subsequent coronary occlusion (or attack). 
4. No increase in heart size. 
* 1, p.2. 
**7, p.3. 
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5. No appearance of new murmurs. 
6. No changes in EKG. (Electrocardiogram - an in-
strument for recording the electric changes 
caused by contraction of the heart muscle.) 
In addition to the above, we are concerned with 
many of the symptoms previously indicated under congestive 
heart failure; but with the passage of time, and the oppor-
tunity for healing (and cardiac compensation), we must now 
evaluate as to the frequency, severity and duration of any 
angina, dyspnea, edema, orthopnea and fatigue. These are 
viewed from the standpoint of a moderate amount of activity, 
and under good medical management. 
Such a survey of the patient's cardiovascular sta-
tus resulting from a careful consideration of pertinent 
clinical factors leads to a reasonably accurate estimate of 
the overall prognosis. This, again, is purely from an iso-
lated medical point of view, without, as yet, considering 
the social and psychological facets that make up the person-
ality configuration. 
Determination of the functional and therapeutic 
classification is the first step in arriving at a prescrip-
tion for future activities and possible return to work for 
the patient*. The functional capacity of a cardiac patient 
is merely an "estimate" of what the patient's heart will 
allow him to do (or what the patient thinks that his heart 
will allow him to dol) What is considered ordinary activ-
*7, p.8. 
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ity by one person, may well constitute extraordinary activ-
ity for another. Functional capacity is a relationship of 
symptoms of cardiac impairment to the stresses of physical 
activity that is ordinary for that particular person. It is 
determined subjectively by the physician, independently of 
diagnostic findings, treatment or prognosis*. The physician 
must distinguish symptoms of impaired cardiac function from 
those of other diseases or psychoneurotic disorders; also, 
he must recognize an anxious patient who limits himself ex-
cessively, as well as the hi ghly motivated patient who, de-
spite symptoms, continues effort beyond what his heart will 
really permit. 
Ability to perform greater than ordinary daily ac-
tivity without discomfort constitutes the norm for functional 
capacity**· 
Class I patients closely approach this, for despite 
evidence of heart disease, they exhibit no symptoms 
of limitations. 
Class II patients experience symptoms or limitations 
to a minor degree with ordinary activity. They have 
little need for additional rest, and usually continue 
their activities on a full time schedule. 
Class III patients have a significantly impaired 
functional capacity, experiencing symptoms with less 
than ordinary activity. These patients h ave a marked 
limitation of activity and a definite need for rest. 
Often they are unable to continue on a full time 
schedule. 
* 18, p.321. 
**18, p.323. 
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Class IV patients have extreme limitations of activ-
ity, frequently are unable to work at all. They are 
virtually unable to do anything at all without dis-
comfort. 
The above is subjectively determined, since it is 
the patient's statements of his symptoms, their effect upon 
him, and what he feels that he can do, that determine which 
functional category best describes his physical capabilities. 
While the functional classification describes the 
amount of activity the patient is able to perform without 
suffering symptoms of cardiac insufficiency, the therapeutic 
classification describes the limitations imposed by the con-
dition of the patient's activities (and is usually described 
as IIC, IIID, etc.) 
The American Heart Association has classified car-
diovascular disease into five different therapeutic cate-
gories*: 
A- No restriction is imposed upon the patient's 
activity. 
B - The patient may not engage in strenuous activ-
ity, but may en gage in ordinary activity with-
out restriction. 
C - The patient may not engage in strenuous activ-
ity, and is moderately restricted in ordinary 
activity. 
D - The patient may not engage in strenuous activ-
ity, and is markedly restricted in ordinary ac-
tivity. 
E - The patient is restricted to bed or chair. 
There is usually a difference among physicians in 
*25, p.8. 
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evaluating the severity of symptoms, the concomitant phys-
ical, mental or emotional factors that precipitate them, 
and exactly what functional or therapeutic category the pa-
tient belongs in . One doctor might evaluate the patient as 
having a IIB heart, while another might place him in either 
IIC or IIIB . Much of this might depend on the history that 
the patient gives the doctor, and what emphasis he places 
upon certain of his activities, or his reaction to varied 
types of stress . 
The patient's reaction to his illness and certain 
socio- economic factors play an important role in many in-
stances, but the basic problem is whether the patient has 
sufficient functional capacity to resume former responsibil-
ities . Since some patients are more disabled by psychogenic 
factors than by organic illness, this does make accurate 
classification of functional capacity rather difficult, if 
not impossible, without some objective evaluation of exer-
cise tolerance*. A test of exercise tolerance usu~ly re-
presents physical examination of the patient in relation to 
a reproducible amount of work . For the most part, this may 
be carried on in the doctor's office using a couple of stairs# 
whereby the patient walks up and down for a short period of 
time, and then evaluating the symptoms that this activity 
produces . It usually requires an EKG immediately preceding 
*18, pp.321-328. 
#Master's Two Step Exercise Tolerance Test. 
21 
the test, and one following it to determine any changes in 
the heart impulses (this may also be dependent upon the pa-
tient's finances as to how complete a clinical evaluation is 
indicated). A more complete and scientific approach is 
taken in the Cardiac Work Classification Units, which will 
be brought out more clearly in the section on the job. 
Usually there is little difficulty in recognizing 
class I or class IV patients . Classification of functional 
capacity in intermediate ranges is frequently uncertain, due 
to not defining symptoms clearly, poor history, etc. Unless 
the patient exhibits signs of congestive heart failure, lit-
tle assistance may be obtained from physical examination at 
rest*. 
It is emphasized again, that this is a subjective 
evaluation, for despite the "objectivity" of EKGs, blood 
pressure readings and laboratory tests, it is only as the 
symptoms are exhibited by the patient, and as he reacts to 
these symptoms, that any plans may be made as to return to 
work, future activities, etc. 
The history is tremendously important (and what I 
fear the doctors spend too little time on) in understanding 
just what type of person experienced the heart difficulty, 
for I feel that in the majority of cases, the key to the en-
tire problem lies here. This is especially true of those 
cases falling in the intermediate category (IIB, IIO, IIIB, 
*18, p.328. 
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IIIC), for a knowledge and understanding of the basic per-
sonality provides the clue for therapy and prognosis. The 
type of work that the patient performed, how the patient 
felt about his job, and what the job meant to him in terms 
of status, a ccomplishment, personal and family expectations, 
etc., is a par t of the history necessary to the cardiac 
evaluation of any patient . 
Obesity 
We are concerned with obesity from two rather 
broad aspec ts . At this moment , as it affects the individ-
ual medically - being a predisposition towards heart dis-
ease and adding an additional burden on the heart, and by 
aggravating an already existing heart condition. Later we 
shall be concerned with the psychological aspects of obes-
ity, the type of personality that continues eating to court 
a coronary. 
Overweight increases the burden of the heart -
it is similar to a man of normal weight carrying some extra 
burden around constantly. Those who are overweight breathe 
three times more per minute at rest than those of normal 
weight* . Since the pulse rate increases with the respira-
tory rate, the heart must work harder . The obese person 
must eat more just to maintain his weight. His heart must 
also pump blood through many more feet of blood vessels to 
*41, p.28. 
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supply his extra poundage. The heart may not only have to 
pump faster to supply the blood throughout the body, but 
may enlarge to provide enough pressure to adequately dis-
tribute sufficient blood to the system, creating hyperten-
sion. 
"High blood pressure develops in overweights twice 
as rapidly as it does in those of normal weight"*· But as 
yet we have no actual definition of obesity. One rule is 
that if you are 20% or more above what is the normal weight 
for your height and sex, then you are obese; but this does 
not take into consideration the general body structure of 
the individual; whether one is small-boned, large-boned, 
etc. Another rule is that in spite of weight, if you can 
grasp folds of flesh around your abdomen, then you have ex-
cess weight. Yet another test is that if your "spare tire" 
doesn't disappear when you lie flat, then you are obese. 
The 20% above "normal" would appear to be the rule of thumb 
most commonly used, yet the "norm" itself is increasing due 
to the general increase in the average weight for the popu-
lation, and the norm being possibly a dangerous one. With 
prosperity and the ability to buy food (especially "status" 
foods) in abundance, we may well be digging our gr aves with 
a fork, or else digging a path towards a heart condition. 
Obesity, basically, is created when our caloric 
intake is greater than our output. When our intake is great-
*41, p.28. 
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er than what we need for normal body-maintenance and energy 
for activity, then the rest is merely stored away. While 
obesity may be caused by organic or glandular imbalances, 
this is decidedly in the minority, and we are primarily con-
cerned with obesity of a functional nature - due solely to 
eating more than is required for a healthy body balance. 
Yet, it is not unusual to see the thin person eat-
ing considerably more than the fat one~ Many of the thin, 
yet tremendously heavy eaters, are nervous, high strung peo-
ple who never stop fidgeting in their chairs, rubbing their 
noses, tapping their feet, and jumping up to pace the floor. 
In the course of a day they may burn up a staggering number 
of calories. 
The body has a decreasing need for food. A man 5' 
10" at 25 years of age absorbing 2800 calories a day would 
weigh a trim 155 lbs. At 60, at the same 2800 calories, he 
would weigh 190 lbs1* This may be accounted for in several 
ways. Not only is there a decreasing need for food, but the 
general activities of older people are fewer and slower, 
burning up far fewer of the calories. It is also doubtful 
that the same 2800 calories would be maintained. Earning 
capacity increases, on the average, as one gets older, al-
lowing for more of the richer (and more expensive) foods; al-
so the family responsibilities are fewer with the children 
married, allowing more for the "pleasure" foods, dining out, 
*51, p.102. 
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etc. The boredom of these later years also manifests itself 
in appetites and food preferences. While this encroaches on 
the psychological and social aspects, it is a necessary cor-
ollary of the age factor. 
No less an authority than Dr. Paul Dudley White 
admonishes us to the effect that "No one after 25 should 
put on weight . It can be kept constant through diet and ex-
ercise - this is important and necessary for a good heart 
condition"*· While this is sound medical advice, an under-
standing of the obese person might lead us to substitute the 
word should for can. Diet and exercise are dependent upon 
the will-power and motivation of the patient, and obese in-
dividuals are notorious backsliders when it comes to diets. 
The diets are usually followed by an orgy of eating (perhaps 
surreptitiously) that has the patient putting any lost weight 
back on, with perhaps a few extra pounds for company! 
Sustained hypertension develops in the obese at a 
rate twice as fast as in the normal weight group, and over-
weight men and women have a higher mortality rate than nor-
mal weight groups. The degenerative diseases of the heart, 
blood vessels and kidneys are responsible for most of this 
increased mortality**· There are still countless arguments 
in medical circles as to the actual causative factors in 
obesity and heart disease. One theory maintains that the vas-
* 38, p.33. 
**29, pp . 371-374. 
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cular degeneration is due to the fatty content of the food, 
the high level of cholesterols in our dietary intake that 
narrow and clog the arteries that supply the heart and the 
rest of the body. Another school contends that it (obesity) 
puts an extra burden on the cardiovascular system over a pe-
riod of time and gradually wears down the efficiency and func-
tioning of the system. 
A study of 90,000 duPont company employees revealed 
that the incidence of myocardial infarction was increased 
about 50% by overweight, and about 70% by high blood pres-
sure*. The study does not, however, indicate the percentage 
when the two are concurrent. It would appear, though, that 
the combination of obesity and hypertension would indicate 
statistics even more alarming! In three and a half years 
with the Disability Adjudication Unit of the Massachusetts 
Rehabilitation Commission (for the Social Security Disabil-
ity Program), I found it quite rare when an obese person with 
a heart condition (or vascular disorder) did not have accom-
panying hypertension. 
In people with high blood pressure, it is usu ally 
advised that the weight be kept somewhat under normal, thus 
lessening the burden on the heart, and its pipeline - the 
arteries. With subnormal weight, less force has to be used 
to pump blood into arteries that are abnormal, and there is 
less danger, therefore, of trouble occurring during passage 
*39, p.23. 
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of the blood.* (This is particularly true with respect to 
the danger of cerebral vascular accidents, or CVAs, where 
one of the frequent causes is the "bursting" of one of the 
cerebral arteries, flooding that particular portion of the 
brain . While there are other types of cerebral vascular 
accidents, this area will not be pursued, as the main body 
of the thesis deals with purely cardiac disabilities.) 
If you are of average weight, your chances of dy-
ing prematurely are greater than the man or woman weighing 
15-20 lbs. less than you, since the average American is over 
the best biological weight by 15-20 lbs.** Men 20 lbs over-
weight have a death rate 110% of average; 25 lbs. - 125% of 
average; and 50 lbs. - 150-175% of average.*** Since the 
average is 15-20 lbs. greater than the best biological weight, 
then "skinny" represents the biologically desirable, instead 
of the norm! 
In our daily lives, the heart is continually com-
pensating for the added strains put upon it by obesity, hy-
pertension, and the frequent combination of both. The pa-
tient may have warning if it starts to fail; if not, then 
we now have a clobbered coronary . 
* 42, p.l2. 
** 50, p.l9. 
***50, p.20. 
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CHAPTER II 
PSYCHOLOGICAL FACTORS 
The extent of incapacity or the return to a useful 
existence frequently lies in the realm of the psychological 
aspects of a cardiac disability rather than in the disease 
or damage to the heart itself. The personality predisposi-
tion of one that has such a disorder on an organic basis; 
the "need" for a disabling heart condition that is proven to 
be, or highly suspected of being , on a purely functional ba-
sis; the aggravation or perpetuation of either the organic 
or functional condition; all lie in the area of the psycho-
logical reactions to the many facets of everyday living. 
It is not intended that we see strong psychological 
forces playing a major role in everyone with heart disease, 
nor attributing any degree of abnormality to those cases 
where a certain degree of fear, anxiety and bewilderment are 
expected as the usual, routine, or normal concomitants. The 
organic involvement may or may not be disabling; the psycho-
logical aspects may or may not be disabling; but the psycho-
somatic evaluation, or analysis of the mind-body relationship 
with respect to the heart, provides the only key in the vast 
majority of cases for adequate and effective therapy. It is 
difficult to treat one without treating or at least under-
standing the interaction of the other. This interaction can 
only be understood on an individual basis, and a complete 
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understanding of the psychological interplay applicable to 
the particular patient. 
From the very beginning of time there has been a 
personification of the heart, and unless in strict biologi-
cal reference, there is a strong emotional content in any 
usage of the term. It is symbolic of a spectrum of feel-
ings, yet an idiom that is international in its character 
and use. 
As a symbol of love, we are familiar with the use of 
the expression "warm-hearted", "loving with all my 
heart", "heartfelt", and of the heart "bounding with 
joy". But we also speak of being "heavy-hearted" and 
of the "heart growing weary" . Then too, we refer to 
the "faint-hearted", and the "chicken-hearted", or 
think of the heart "racing with fear". Hate and hos-
tility are expressed in such terms as "hard-hearted", 
"heartless", and "cold-blooded". An unhappy person 
is spoken of as suffering from "heartache".* 
The heart then, whether in actuality or in verbal 
reference, can be thought of as the focal point of the emo-
tions; as the organ of love, hate, life and death. While we 
think of the emotions springing from the heart, yet conversely 
they have an effect upon the heart, physiologic ally as well 
as psychologically. The individual reaction to our environ-
ment provides stimuli for the heart "racing" , "skipping a 
beat", "standing still", "pounding", "in one's mouth"; all as 
part of a distinct and pronounced feeling. It is little won-
der t hen, that frequently when there is a disturbance of our 
*10, p.l52. 
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psychic balance, that the heart in its position of primacy 
among all the organs retorts in a somatic dysfunction . 
Emotional stress in relation to the normal heart 
is important, but in relation to the diseased heart it is 
even more important, because cardiac breakdowns can be 
averted or postponed if the physician (or therapist) is able 
to deal successfully with the emotional stress*. A heart 
condition superimposed on a previously existing neurosis usu-
ally makes for an extremely poor prognosis, for now the neu-
rosis has a clinically established organic involvement upon 
which to gorge itself. The emotional stress need not be a 
neurosis, but inability to cope with such stress over a period 
of time will of a certainty lead to neurotic behavior. 
The neurotic patient who has heart disease may add 
a real burden to the work of his heart, either through con-
stant tension of psychic origin, or, more especially, by 
means of acute episodes of emotional behavior. This may has-
ten a cardiac breakdown, or greatly aggravate - to a point of 
actual disability - an existing one. Yet, the mere discov-
ery of unpleasant circumstances in the life situation of an 
individual is no indication necessarily of emotional compli-
cations, and still less of the psychogenic origin of the dif-
ficulty**· In essence, then, we must remember that just as the 
emotions may influence the working of the heart, so may dis-
* 10, p.156. 
** 1, p.273. 
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eases of the heart aggravate or precipitate emotional dis-
orders. 
Evidence for gradually mounting tension is not al-
ways obvious to the clinician, nor apparent to the patient. 
Increased smoking and drinking are often only the evidences 
of increasing tension of nervous origin. The same is true 
of irritability and suppressed anger, as well as insomnia, 
indecisiveness, withdrawal from social contacts, increased 
dependency on a spouse or parents, obsessive thinking, pre-
occupation with bodily symptoms, inability to concentrate, 
disturbances of memory, impotence, depression and fear of in-
sanity*. With many, the primary somatic reaction may affect 
(symptom-wise) an organ or system other than the heart. The 
effect upon the gastro-intestinal system is quite pronounced 
in the study of psychosomatics; ulcers, gastritis, colitis, 
obesity are among the most prevalent . In the muscular-skel-
etal system there are the chronic backaches, muscular tension 
and fatigue; as well as the widely held belief that rheuma-
toid arthritis lies within the sphere of psychosomatics. Eye 
strain, headaches add to the symptoms that are not usually 
referrable to the cardiovascular system. Our concern, how-
ever, is basically with those conditions and symptoms that do 
pertain to this system, and either affect or are affected by 
the functioning of the heart. In conjunction with this, we 
shall dwell upon certain personality types that have a bear-
*8, p.634. 
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ing on the origin of the disability itself, or, once estab-
lished, prevent or hinder the patient towards recovery. 
Hypertension 
One of the physiological aspects of emotional 
states is an increase in blood pressure which maintains so 
long as the emotional condition continues. An individual in 
whom is developed a rather constant state of anxiety because 
his work falls short of the perfectionistic goals he has set 
for himself, or because of the conflict between an inner 
feeling of hostility toward people and an external, social-
ized compulsion to be courteous to them, may show a typical 
clinical picture of hypertension*. By hypertension, we mean 
an abnormally elevated blood pressure, somewhat in excess of 
the 150/90 indicated in the previous chapter; it may be a 
part of, or a forerunner of, hypertensive heart disease. 
The early symptoms of hypertension are often iden-
tical to those of a psychoneurosis, and the relationship of 
emotional stress to the onset of hypertension and to the anx-
iety which is frequently responsible for existing hyperten-
sion is well known. If, through continuous emotional up-
heaval, an individual's blood pressure becomes elevated, and 
the doctor warns him that he must take it easy, the hyperten-
sion itself may resolve into an additional source of anxiety**· 
* 2, p.64. 
**1, p.305. 
33 
Thus there is a build-up that creates a "round-robin", with 
each feeding upon the other. The individual must (a) learn 
to live with himself, (b) eventually incur a heart condi-
tion, or (c) suffer a nervous collapse. 
Just as the individual may develop new habits of 
behavior when faced with new situational demands, so too his 
circulatory system may, under long-continued stress, adjust 
to an altered level of function and the hypertension becomes 
chronic; the heart and the arteries adapt themselves to the 
emotional responses the individual makes to his environ-
ment* . Under such conditions, time, instead of healing , 
eventually triggers the heart attack. 
On each visit to the physician, the patient waits 
for the latest blood pressure reading as he would the latest 
stock market quotation . What a time it must be when two hy-
pertensives meet and compare blood pressures! It does lit-
tle good to treat the hypertension, unless the individual as 
a whole is being treated. The symptom is treated in the 
acute phase, but over a period of time, more than the symptoms 
call for therapy. 
Common symptoms of hypertension are feelings of 
tension, numbness, tightening in the head or headaches, weak-
ness, inability to concentrate, blurring of vision, and in-
somnia**· These symptoms are not confined to hypertension 
* 2, P• 65. 
**9, p.l690. 
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alone, but at least by the clinical measurement of the high 
blood pressure, there is the chance to attribute them to a 
more specific causative factor . The relation of the symptoms 
to the elevated blood pressure itself will have to be evalu-
ated in terms of the patient's actual behavior, if this is 
expressive and overt enough as an expression of the emotional 
stress. There is a perplexing cultural factor here, however, 
for what is psychologically beneficial (acting out or mani-
festing the feelings), may be socially unacceptable (depend-
ent upon the individual's social status, position, etc.), so 
that this too may add to the inner tensions. 
Dr. Weiss describes the hypertensive personality* 
as one showing external friendliness and self control, be-
neath which there are strong aggressions and anxiety. This 
anxiety growing out of the danger which these r epressed ag-
gressions would create for the security of the individual if 
they ~ allowed expression; as though the inner psychologi-
cal force of the aggression found expression through height-
ened arterial pressure . He relates that latent hostility and 
repressed aggression are found in every neurosis; but the 
difference, as noted in hypertension, is that hypertensive 
persons are intense, chronic, inhibited, near to conscious-
ness and perhaps to motility, but not adequately repressed or 
bound as in an organized neurosis. These people are "neither 
able to satisfy passive, dependent wishes, nor to gratify the 
*1, p.316. 
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hostile ones and hence they remain blocked in all direc-
tions"*· 
Hyper---tension, then, should bring to mind by its 
very term more than mere heightened arterial blood pressure. 
It embodies in a very descriptive title the key to this par-
ticular type of personality, and certainly calls for more in 
the way of therapy than the administration of hypertensive 
medications to lower the blood pressure. The physician un-
doubtedly feels that since he is not versed in the technique 
of psychotherapy, it is better that he not delve too deeply 
into the emotional content of an ostensibly medical problem. 
Since it is clinically measurable by blood pressure readings, 
and if elevated and they respond to medication, then the 
average physician has "successfully" treated the patient. In 
truth, he has, for he has lessened or forestalled the damage 
to the cardiovascular system that would accrue over a period 
of time if the blood pressure were not reduced. But, as is 
true too often, the symptoms have been treated or brought 
under control. \ihether the physician can, or to what extent 
it is his responsibility to, restructure the life patterns 
of his patient is a moot point. 
The aspect being considered is basically one of es-
sential hypertension. There is secondary hypertension, where-
in the elevated blood pressure may be caused by diseases of 
other organs or systems such as the glandular or endocrine 
*1, P• 318. 
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systems, the kidneys, or the vessels themselves. These may 
be pinpointed clinically by diagnostic tests, and subjected 
to appropriate therapy. When the cause of the hypertension 
cannot be clinically determined, then it may well be assumed 
that it is essential or primary hyper-tension. 
Obesity 
In Chapter I, we were primarily concerned with the 
physical effects of obesity upon the heart, of the burden 
placed upon the circulatory system, and concomitantly where 
sustained hypertension develops in the obese at a rate twice 
as fast as in the normal weight group. With obesity and/or 
hypertension, the heart is headed for trouble; if not the 
heart itself, then some part of the vascular system. \~ereas 
the medical aspects have been presented previous to this, the 
psychological ramifications now appear in a personality study 
of the obese that is actually inseparable from the organic; 
yet a strong predisposing factor in heart disease. 
Among scientists studying the national problem of 
obesity, it is widely held that emotional instability is one 
of the basic causes of overweight. 
Overeating is for some people a favored method of 
handling strong feelings . Certain obese patients 
eat when they feel blue , angry, sexually excited, 
apprehensive or ashamed. It is as though eating 
protected them from feeling too much.* 
*43, p.l7. 
37 
Excessive eating, from the view that there are many more cal-
ories ingested than normal daily activity demands in energy 
requirements, is a compulsion that is necessary for the psy-
chological welfare of the individual. There is a strong driv-
ing need that can only be satisfied by rather constant oral 
stimuli. The heavy drinker may often be placed in this cate-
gory, along with the heavy chain smoker. The obese patient 
may employ only food, but may also incorporate any of the 
other two in an attempt at more complete gratification. If 
not already present, then the heavy drinking and/or smoking 
will usually result if the individual attempts, or is par-
tially successful, in reducing his intake of food or his 
obesity. Medical advice to lose weight is of little use un-
less it is known why the person eats to excess, or what will 
be utilized as a substitute. 
Attempts at reduction of weight, or actual "success" 
in eliminating excess poundage, may well precipitate an acute 
emotional reaction that had previously remained buried under 
pounds of food and layers of fat. These heavy layers of fat 
"seem to act as protective walls against an outer world which 
the fat person often experiences as unfriendly and threaten-
ing"*· This, then, \\Uuld be symbolic of the actual corpulency 
itself. There has been considerable symbolism connected 
with the food and the oral cavity; a Freudian concept being 
that the mouth is symbolic of the vaginal orifice, and the 
*3, p.228. 
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food constituting a penetration. Yet another is representa-
tive of the early suckling stages of the infant; a regression 
to the early feeling of security felt at the breast, or ar -
rested personality development at the oral stage as a psycho!-
ogist might prefer to phrase it. The greatest pleasure to the 
human being during the first year of life comes through this 
oral area in the acts of nursing, eating and drinking. There 
is a great deal of sensual pleasure associated ·with the func -
tion of the mouth area, the lips and ton gue being well sup-
plied with nerve end organs highly sensitive to food and 
drink.* 
Many seriously overwei ght people, those who are 20% 
or more over "normal", were well on the path towards obesity 
in chi ldhood or early adulthood and it would seem that much 
of this springs from the inf luence of mama! As a tribute to 
her skill with the skillet, it was considered perfectly nor-
mal for her to stuff her roly poly little examples of how well 
she functioned in the role of motherhood, and also as round 
little symbols of how well papa provided for his brood. The 
type of food in the larder and on the table also served as 
status symbols for the family or guests; the richer the food , 
the higher degree of status enjoyed (and the better the start 
towards a coronary care er). 
Some families are quite "oral" in their orient ation 
to life. A treat for such a family will be a good 
*1, p.539 . 
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meal rather than creative work or play . If a child 
grows up in such a family, he is almost certain to 
place an overvaluation on food and eating. Every-
thing about the offering and receiving of food is 
endowed with a high emotional value. This excessive 
interest in feeding is an unconscious effort of the 
mother to treat her children well and to strengthen 
them for life's conflicts through food because of her 
weak emotional relationship to them.* 
Dr. Bruch describes the typically obese family as 
being of small size.** Quite often in this family, it is the 
youngest or an only child \mo becomes obese. The father usu-
8lly plays a subordinate role in the emotional life of such 
a family. The mothers are dominant in their influence, and 
have a particularly close hold on the potentially obese off-
spring. Their expression of affection is over-feeding the 
child and sparing him the necessary tasks of doing things for 
himself. 
\fuile these are in part cultural factors, they are 
not inseparable from the psychological aspects, for food has 
an exaggerated value for the obese person - frequently repre-
senting love, security and satisfaction. \fuat the mother may 
not have been able to give him in love, she amply provided in 
the form of food; if neither were available during the forma-
tive years, then the emotional poverty was compensated for at 
a later period of life. 
A failure to develop true emotional adulthood 1s 
an outstanding feature of these obese individuals. The obese 
* 1, p.542. 
**3, p.230. 
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adult, like the fat child, is emotionally immature, pas-
sively dependent and helpless in meeting the exigencies of 
life . Their fundamental attitude toward life is demandin g , 
and they do not tolerate denial of their wants . The specific 
aspect of obesity is the utilization of food for obtaining 
immediate gra tification or as a defense against anxiety. * 
Obesity may come on at any age, and what that age 
will be is determined in many cases by the same factors that 
cause the onset of any neurotic symptom. When insecurity or 
need for affection and attention becomes more pronounced than 
the maturity of the personality can cope with, anxiety ap-
pears . If the pattern of the personality has been established 
so that oral gratification through eating allays anxiety, then 
obesity is likely to result. If the conditioning is only la-
tent in the framework of the personal ity, indul gence in over-
eating may not occur until some stress makes itself felt later 
in life . ** 
It is a basic premise then, that eating in excess 
of the needs of the body satisfies an emotional need. Whether 
we think in terms of an arrested personality development at 
the oral stage; a regression to this particular stage; an at-
tempt at allaying a high degree of oral anxiety (including 
smoking and drinking); or merely of the pleasurable aspects 
of oral stimulation and taste, we are confronted with a highly 
* 3, p . 232. 
**1, p.542. 
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charged emotional content in cases of overeating. It is not 
only the obesity that is a danger for potential or existing 
cardiac disease, but the personality configuration that is 
a part of it (anxiety, insecurity, withdrawal, immaturity, 
emotional needs). 
If we study the body structure of those reaching 
their three score and ten, we find very few in the over-
weight group, for they have fallen by the "weighside" . Our 
eating habits alone (discounting the psychological "need" 
for food) will increase the weight, remembering that we re-
quire less food with the passage of years to maintain the 
same height-weight ratio (less activity - less fuel, fewer 
body requirements). 
It is said that "imprisoned in every fat man, a 
thin one is wildly signalling to be let out".* This may be 
indicative or descriptive of the anxiety from a sense of 
feeling, or a fantasy of what the obese individual conceives 
of himself without the excess lardage . If high blood pres-
sure is part of the clinical picture, it is equally descrip-
tive of the (hyper) tension. 
Fat people are seldom inclined to waste their en-
ergy if they can avoid it. When depressed or lonely they will 
sit around and mope (and eat), while people of normal wei ght 
are inclined to work off the blues or seek some activity that 
*3, p.232 . 
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will dissipate the anxiety or tension.* A continuous, un-
bearable feeling in the stomach is symbolic of the emptiness 
of the emotional life - and food helps assuage the emptiness. 
The fat man, then, is not what he seems. The role 
to be portrayed is that of the jolly, easy going, happy-go-
lucky individual who lives for his sensual pleasures. As in 
ancient Greek drama, he dwells behind a mask that seemingly 
hides a life-long pattern of frustrations that may find an 
escape valve (organically) in a heart condition, or in car-
diac symptoms without the actual heart disease (functionally). 
Personality Predisposition 
Of utmost importance in the use of any type of 
therapy for cardiac patients is an understanding of the type 
of personality and personality factors existing prior to the 
onset of the heart condition. Successful therapy demands 
that the individual be treated in his entirety, for treat-
ment of the symptoms may only mask the real disturbance that 
lies beneath. Such a nthorough" approach to the treatment of 
heart disease is not always possible, or practical, from the 
viewpoint of the medical profession (as will be discussed 
later). 
Dunbar**, in a psychiatric study of 22 patients, 
described a typical personality profile, with a clear-cut 
* 51, p. l07. 
** 8, p.628. 
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constellation of personality traits in patients with coronary 
artery disease. Evidence was found of compulsive competitive 
striving and hard-work, self-discipline and a great need to 
get to the top. Her emphasis was on the psychodynamic impor-
tance of the patient's childhood conflicts with authority, 
one aspect concerning an early competitive relationship with 
a much feared and envied parent (usually the father). 
The characteristic defense mechanisms used in deal-
ing with this focal conflict were repression and 
identification, but that they served their purposes 
inadequately because the patient continued to reex-
perience his old conflict with authority over and 
over again as he unconsciously recreated in new forms 
the original situation of competition. He drove 
himself compulsively through hard work and self-dis-
cipline, but success brought no sense of gratifica-
tion or relief from tension.* 
This driving, competitive, aggressive type of per-
sonality has been found to be a predisposing factor in many 
studies of cardiac patients. I feel that it is one manifes-
tation of a basic anxiety pattern . The hypertensive could 
internalize much of his anxiety, and like a steam boiler, 
build up a great deal of pressure before the explosion oc-
curred. The obese could use food as an opiate to still the 
rumblings of an inner anxiety. This personality pattern has 
an outlet, but never a completely satisfying one, and activ-
ity only creates a demand for increased activity. All rewards 
fall short of what is "needed", and the individual places 
*8, p.629. 
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more and greater demands upon himself. As a malcontent, he 
cannot be satisfied with what he has or what he is. Like 
the obese, the alcoholic, the heavy smoker, he is constantly 
striving and driving to satisfy a hunger that knows no ful-
fillment; a hunger that is ill-defined, impossible to isolate 
and analyze. This accelerates until there is a physical or 
mental breakdown, or a comfortable neurotic reaction that ab-
sorbs most of the anxiety pressures in an ache or a pain -
which may be easier to endure and more "comfortable" than the 
psychic pressure itself. 
In seeking to further identify a cardiac person-
ality, Drs . Meyer Friedman and Roy Rosenman of San Francisco 
found that men who are hard drivers of themselves and others 
tend to have 6 - 8 times as much heart disease as easy-going 
men who care little about success. They describe the cardi-
ac-prone businessman as having intensive drive, profound in-
clination to compete, persistent desire for recognition and 
advancement, and continuous involvement in functions sub-
ject to deadlines . * 
Drs. H. I . Russek and B. L. Zohman of New York City 
made a study of 100 persons who had a coronary attack early 
in life, and compared them with 100 who did not, all of them 
being between the ages of 25 - 40. Severe emotional strain 
of occupational origin was recorded in 91% of those with 
heart disease, and only 20% in the normal controls. (The 
*34, p.l7. 
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study did not, however, indicate whether there was any type 
of psychosomatic difficulty of a different nature in the con-
trol group). Usually the person with a heart attack was 
found to be an aggressive, ambitious person who had lived 
hard and up to the limits of his strength, with heart at-
tacks more common the higher one climbed on the executive 
ladder. Heavy smoking was also more prevalent among the 
coronary group. * 
Dr . Leonard Bellack raises the question of person-
ality specificity for coronary artery disease, indicating 
that certain dynamic constellations seem to occur. Patients 
with a pre- morbid history of overcompensatory, competitive, 
aggressive behavior, which is used as a denial against exces-
sive underlying passivity, constitute a large number of those 
observed in rehabilitation centers . He presents as the great-
est problem the fact that having had a coronary, outlets for 
discharge of anxiety in excessive activity are now denied, 
with the resulting psychic conflict contributing further to 
the somatopsychological problem . ** 
Of 25 consecutive patients admitted to the Cin-
cinnati General Hospital with heart lesions representative 
of those usually seen in a large city hospital (hyperten-
sive, arteriosclerotic, rheumatic ), it was found that emo-
tional factors had played a major precipitating role in 19 
* 40, p.25. 
**16, p.485. 
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(76%) of the patients. Drs. Chambers and Reiser found that 
while all of these 19 patients had been living under severe 
chronic emotional strain, the superimposition in each of 
them of an acute, emotionally stressful experience appeared 
to be the factor immediately responsible for the onset of 
cardiac decompensation.* (The above doctors emphasized that 
they were precisely the type of patients in whom the possi-
bility of an emotional component in the illness is usually 
minimized or ignored by medical teachers and practitioners!) 
\Vhile it is indicated that certain emotional fac-
tors or events precipitated a coronary, it would not be the 
most significant feature, since they would only serve to 
trigger the heart attack. The individual having already a 
predisposition towards such a condition, and whereas the 
history of the patient reveals considerable emotional dif-
ficulties, any of these difficulties which predisposed him 
could also have been the precipitant. In this sense, we 
would be making little if any distinction between those fac-
tors which predisposed, and those which precipitated, since 
they would both be from the same pattern of behavior and re-
action to stress. 
In Dr. Bellack's "Psychological Aspects of Cardiac 
Illness and Rehabilitation", he emphasized that the patient's 
potential for rehabilitation is determined by a total assess-
ment of the medical, social and psychological factors present, 
*8, p.630. 
47 
with the greatest indicator of success depending on whether 
or not destructive emotional attitudes can be reversed.* 
Such a reversal is dependent upon an evaluation of the pa-
tient's premorbid personality, which he categorizes in the 
following significant areas: 
1. The general level of emotional maturity. 
2. Degree of ego strength. 
3. Extent of pre-existing hypochondriasis and anx-
iety. 
4 . Previous work history . 
5. Nature of the defenses. 
The primary manifestation of the level of maturity 
is in the quality of the patient's interpersonal relation-
ships, wherein a careful study may disclose infantile atti-
tudes which are not regressive consequences of illness, but 
rather due to faulty maturational development.** 
The ego strength is reflected in: the nature of 
the self-image; the quality of r eality testing and adapta-
tion; the capacity to cope with life stresses; the patterns 
of control and frustration tolerance, together with the na-
ture of the interpersonal relations hips. When ego organiza-
tion is weak, there is likely to be more regression and de-
pendency, and less successful rehabilitation results can be 
expected . *** 
\fuen hypochondriasis has been present before the 
* 16, p.483. 
** 16, p.486. 
***16, p.489. 
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illness, it readily becomes channelized into the disability, 
and often does not yield to the briefer forms of therapy.* 
If anything, it gives additional substance upon which to 
feed. A cardiac neurosis may be thought of as an advanced 
form of hypochondriasis if there is definitely established 
proof that actual cardiac disease is not present . If such 
hypochondriasis existed prior to the clinically established 
heart disorder, then the patient - the hypochondriac - now 
has a "proof" of his ailment that will be resistant to ther-
apy and make an almost hopeless prognosis. 
While the hypertensive and the obese had certain 
predisposing features as cardiac personalities, it was more 
the physical manifestation of these personalities leading 
towards the heart condition that we were concerned with. 
The trend-line could be fairly well drawn in those cases, 
as there was both a personality and physical predisposition. 
The physical condition itself, prior to any possible coron-
ary, could be considered less morbid. In the material just 
presented, if there were no pre-cardiac physical forerunner 
such as hypertension or obesity to absorb emotional stress, 
the heart attack would then be more direct. 
Anxieties - Neuroses 
So far we have discussed those factors, medical 
and psychological, in existence prior to any cardiovascular 
*16, p.489. 
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disorder. Of concern now are the influences and reactions 
once this dysfunction has occurred. The term dysfunction 
shall apply to group the heart condition that is clinically 
established as being on an organic basis, and a functional 
heart disorder that yet produces a degree of disability be-
cause of the cardiac symptoms. This same cardiac disorder 
may not be such on a purely organic basis, but with the in-
terplay of social and psychological forces combines to pro-
duce a disabling condition . 
It is to be expected that anxiety will accompany 
a heart condition, especially at the onset, and we should 
consider this as being a normal reaction. With some individ-
uals there has been, and continues to be, considerable dam-
age to the heart and the arteries , with cardi ac symptoms 
such as angina, dyspne a , edema, orthopnea and emphysema that 
prevent return to a useful existence . With the majority, 
there is healing over a period of t ime - the infarction is 
replaced by scar tissue; hypertension and cardiac enlarge-
ment diminishes with adequate therapy; medication and/or 
heart surgery enables a degree of recovery with the rheu-
matic heart patient; collateral circulation gradually devel-
ops in arterial disorders; function gradually returns to 
those areas affected by a cerebral vascular acc1dent. ·With 
these individuals there is usually a diminishing of the de-
gree of anxiety with the passage of time and gradually in-
creasing activity; with others there may be an increase in 
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the amount of the anxiety, with the degree of disability de-
pendent more upon psychological interplay than on an organic 
basis. 
One disabling feature that centers on a cardiac 
syndrome is that of cardiac neurosis . This is a term that 
has a rather common usage, yet is identified or diagnosed 
with reference to cardiac symptoms that have no established 
organic cause. Neurocirculatory asthenia is usually the 
term employed by cardiologists, while anxiety neurosis or 
neurasthenia is frequently the diagnosis of the psychiatrist. 
Depending on the diagnosis and/or the symptoms, he might seek 
therapy with either of these specialists, or actually need 
aid from both . The cardiologist would have to rule out an 
actual heart disorder, yet in many cases continue to treat 
the symptoms without recourse to any psychotherapy. The 
psychiatrist, on the other hand, would be on rather shaky 
ground to proceed with any therapy on the assumption that 
here is an extremely neurotic character whose symptoms must 
be solely on a functional basis . There is some disagree-
ment as to whether they are dealing with the same thing, 
but there are semantic difficulties even in the field of med-
icine - and particularly in the overlapping of psychological 
terminology in the area. 
Other terms applied to "cardiac neurosis" have been 
"irritable heart", "effort syndrome", "functional heart dis-
ease", and "disordered action of the heart". During the 
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Civil War it was more commonly known as "irritable heart", 
while during World War I as "effort syndrome" it was the 
chief contributor to heart disabilities, with 5/6s of Brit-
ish Army diagnoses of organic hear t disease actually fall-
ing in the category of "neurocirculatory asthenia" (NCA).* 
During World War II , it was recognized as being a psycho-
neurotic disorder, and could at least be diagnosed as such -
due also to the advances in diagnostic clinical procedures, 
as well as to the medical profession being more psychiatri-
cally oriented . 
It 1s questionable as to whether a heart disorder 
is the focal point for most of the "disablingtt anxiety neu-
roses . As desired or needed, it may serve as proof posi-
tive to the individual concerned that he is inc apacitated, 
for the results in the end would be the same - a state of 
invalidism. 
"A cardiac neurosis sometimes causes sufferers to 
insist that they have heart disease in spite of all proof 
to the contrary . "** Such sufferers carry an unusual amount 
of anxiety in their make-up, and the heart becomes the focal 
point for this anxiety as we think of this organ as being of 
primacy among all other organs and associated with the idea 
of sudden death. 
The patient with cardiac neurosis (or pseudo heart 
* 1, p.250. 
**49, p.7. 
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trouble) seemed to follow a typical pattern: 
(They) were all intensely anxious, and their neu-
rotic behavior was readily apparent. They drama-
tized their symptoms, often complained of heart 
pains and some were totally incapacitated. For 
some the pain provided a suitable way of getting 
family attention, and of being freed of intense 
pressures and responsibilities. In other cases, 
heart pains created an alibi for failure to live 
up to expectations, still others found monetary 
compensation for their pains, and if their need 
for invalidism was questioned, they became angry 
and defensive. At this stage of dependency, it 
was almost impossible for a patient to relinquish 
his way of life, even though the diagnosis of heart 
disease had been disproved. The incapacity of many 
of these patients equalled the most serious type of 
heart disease, and a withdrawal of compensation 
might be disastrous. In many cases, the doctors 
found it advisable to let the patients hang on to 
their neurosis.* 
And yet a question arises as to use of certain "de-
scriptive" terms in referring to this neurosis. Neurocircu-
latory asthenia certainly calls attention to the (mal) func-
tioning of a particular system or organ, when the difficulty 
is with the entire personality . Effort syndrome calls at-
tention to and has a connotation of symptoms with the least 
exertion or activity. Irritable heart would almost indicate 
an organic and neurotic involvement. A physician might use 
the term that is most descriptive for him, yet fail in con-
veying a true picture in communicating such to another prac-
titioner. Imagine the effect upon the patient who will un-
doubtedly absorb the term, and being of a neurotic nature, 
*49, p.8. 
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his imagination will have free reign to capitalize on what-
ever descriptive phrase is used . The term, then, may do 
much to foster increased neuroticism. 
The major symptoms of "functional" heart disease 
are conceivably the same as those of organic heart disease, 
but not evidenced by some clinical data such as EKG or X-Ray 
if such disease were present. There is no such evidence in 
the case of the cardiac neurosis . With organic involvement 
there is usually considerable response to medication, but 
with the functional cases, there may be very little response, 
for if the heart condition were "needed", it will resist ev-
ery effort to improve (or it may improve with placebos!). 
The predominant symptoms are : 1) pain and distress 
in the heart region, 2) dyspnea and fatigue, 3) palpitation 
or heart consciousness and 4) tachycardia and other disturb-
ances of rhythm . What at first may be only a discomforting 
degree of any of these symptoms later progresses to be over-
whelming and lead to invalidism (possibly precipitated by 
some event or unusual emotional stress). Usually concurrent 
with these are sighing respiration, insomnia, ringing or 
pounding in the ears, faintness, dizziness, nervousness, ir-
ritability and flushes . * 
Many of these symptoms are referable to other dis-
eases, but a configuration of them would constitute a c ardiac 
syndrome . Pain in the chest could be indicative of many pul-
*10, p. l53. 
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monary or neuromuscular conditions, and in the term pain it-
self, we may be faced with a problem . What may be a pain to 
one individual is only an ache to another. The variances in 
the threshold of pain may differ greatly between the sexes 
(male role expectations), and angina itself may not be a 
clearly distinguished symptom. There may be a feeling of 
pressure, tightness, ache, burn or "pain" in the chest -
seemingly spontaneous or precipitated by exertion, eating or 
emotions. This too may be fleeting, or persist for several 
minutes; it may be relieved with rest and/or medication. 
Yet, if the pain exists, be it on an organic or functional 
basis, it can be equally disabling to the patient, even if 
it is hard to explain clinically. Regardless of the etiol-
ogy, it is none the less real to this patient! 
Another difficult symptom to evaluate in this cate-
gory is dyspnea, or shortness of breath. Medically, there 
are manifestations of this in cyanosis of the lips and nails 
in congestive failure, with acute dyspnea on slight exertion. 
Yet there may be rather severe dyspnea (without any of these 
manifestations) in cardiac neurosis, with one aspect of this 
being a hyperventilation syndrome, or deep sighing exchange 
of air. 
Perhaps the most significant in the func ti onal 
heart disorder, and most discernible to the physician in rel-
egating the overall condition to a functional category, is 
that of fatigue, mental and physical. This presents one 
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facet in the use of the various terms in describing the func-
tional heart disorder or cardiac neurosis - neurocirculatory 
asthenia - since this particular symptom best exemplifies it. 
The patient is tired into his very bones - just as 
tired when he gets up in the morning as when he goes 
to bed at night . Soon any pain recedes into the back-
ground, and fatigue takes over as the most prominent 
part of the clinical picture . Fatigue is an impor-
tant clinical problem, with emotional conflict as one 
of the greatest causes . Conflict uses up ener gy that 
is not then available for work or social purposes. 
When people are in conflict, pulled this way and that, 
and incapable of arriving at a decision, it wears 
them out, and most often they are unaware or only 
diml y aware of the conflict . * 
In therapy, it must be clearly established as to 
the type of individual being dealt with. If, as in the above 
where there is a purely functional heart condition, the pa-
tient may be somewhat placated by having the symptoms treated 
as though he had a bona fide cardiac dysfunction - but also 
firmly implanting the neurosis and invalidism. If a genuine 
heart condition is superimposed on an already existing neu-
rotic personality, then this neurosis now has some medical 
justification for its being (at least patient rationaliza-
tion), but also making for a rather poor prognosis. The 
third possibility is where the pre-cardiac personality was a 
relatively stable one, but a neurosis is incurred far beyond 
the actual physical damage to the cardiovascular system. Per -
haps this particular neurotic personality was latent, with no 
*10, pol55o 
56 
overt manifestations of its existence via maladjustments in 
personal relationships, work, family, etc. What was once la-
tent may now be manifest, and there is a disability dispro-
portionate to the actual damage incurred. Here too, the dis-
ability may have been "needed" . 
The impact of the cardiac illness may have revived 
emotional disturbances that were formerly quite dormant, with 
the illness exacerbating deep-seated problems formerly han-
dled by successful adaptive defenses . "Disease invariably 
tends to bring to the fore and mobilize all the psychic de-
viants , and the repressed emotional conflicts in the develop-
ment of the personality" . * In this respect, then, the heart 
has become the focal point, and the prior adaptive defenses 
have crumbled in the handling of emotional problems and con-
flicts; the pressures of the patient's work-a-day world may 
have overwhelmed him. 
The cardiac patient is usually depressed, preoc-
cupied with self, and in overt or disguised ways manifests 
a pattern of anxiety which invades all areas of his life. 
The external maladjustment is most often the problem pre-
sented, but the emotional component is only thinly masked. 
That the problems interpenetrate is often recognizable even 
to the client. He frequently has demonstrable evidence in 
that his attacks of pain seem more related to emotional 
stresses and strains than to exertion. That fear is the 
*19, p.2. 
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major disability is seen in many patients who had not worked 
for many years, due not to physical handicap, but to inca-
pacitating fear, panic and anxiety.* 
Troublesome psychological problems of suddenly 
disabled persons generally relate to anxiety and repressed 
hostility. The newly handicapped person is concerned about 
appearance, feelings of inferiority and anxiety about re-
adjustment to society. In periods of depression he broods 
and worries about the difficulties that confront him, and 
this persistent emotional distress tends to magnify his 
physical limitations and impede his recovery. Repressed 
hostility ("Why did this have to happen to me?11 ) is another 
hindrance to any possible rehabilitation. A patient dis-
turbed by strong feelings of hostility and resentment can be 
immobilized by frustration, but will often start functioning 
again if given opportunities to vent his hostilities.** 
Anxiety neurosis stands in close relation to physio-
logical changes , and is therefore of utmost signifi-
cance to all branches of medicine. This relation to 
physiological changes is especially close in the 
cardiovascular system. Moreover, anxiety neurosis, 
in its varying degrees, is probably the most fre-
quent disorder of civilized life. *** 
There are many occasions whereby the individual may 
focus considerable attention on his heart: constant reminders 
via newspaper articles; heart fund advertising and drives; ra-
* 19, P• 7 • 
** 37, p.l2. 
*** 1, p.229. 
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dio and TV admonitions to "take it easy, take it easy" dur-
ing snowstorms; or the death of a close friend or relative, 
when he concerns himself with "Why, he's younger than I am", 
or "I have more trouble and worries than he had, and he went 
just like that!"; being told that his blood pressure is a 
little high, and possibly another physician being called in 
because of a murmur, skipped beat, etc . Perhaps undue sig-
nificance is attached to the least irregularity of rhythm, 
slightly rapid beat or a flutter, and the individual becomes 
anxious about it. Yet this might be a perfectly normal re-
action at the moment, with the male head of the family en-
visioning himself as at least temporarily out of action as 
the breadwinner for the family unit - but as the symptom 
passes, these particular fantasies usually pass. It is the 
persistent symptom, even if engendered by anxiety, that 
triggers the difficulty; for anxiety creates anxiety, and 
like the acceleration principle in economics, it snowballs 
beyond expectation and proportion . 
It is possible for some of these symptoms to ap-
pear as a result of the excessive use of tobacco or coffee.* 
As we allow for this possibility, it is yet within the realm 
of anxiety as we think back to the arec of oral stimulation 
and of oral anxiety. 
In 46% of the patients studied at the Cleveland 
Work Classification Unit, emotional factors were next in im-
*10, p.l52. 
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portance to the heart disease per se.* Much of this emo-
tional difficulty was based on fear, anxiety and tension 
states which developed in previously susceptible individu-
als. Even in the most stable of these patients, the heart 
disease was associated with a short period of anxiety and 
depression. This usually passed, and they made a fairly 
satisfactory adjustment. 
Adjustments - Compensations 
The interpretation of and the reaction to the car-
diac illness will largely determine the type of adjustment 
made by the patient, and the manner in which he attempts to 
compensate for the new role of "handicapped". This inter-
pretation and reaction depends entirely upon his psycho-so-
cial makeup, and will thusly differ from one heart patient 
to another. 
He may now have a new "image" of himself; one that 
1s degrading and feeling that he is now an unworthy person, 
or possibly an image that enjoys a slightly higher status 
among the handicapped - a heart ailment usually indicative of 
those who are of a hard working, driving, competitive type. 
Irregardless, the ego has received some degree of trauma, and 
the physical capacity has been decreased to some extent. 
The physical changes vary from person to person, 
and hence affect the individual differently. The severity 
*21, p.26S. 
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and duration of the physical change, the age and time of on-
set, and the nature of the disability have a direct bearing 
on his adjustment. The personality traits characteristic of 
him prior to the onset of the illness will affect the subse-
quent adjustment; the inherited characteristics, the educa-
tional and occupational achievements, the intellectual en-
dowment and aptitudes contribute their share.* 
Affected are three image concepts - ego, body, and 
organ- and the patient's evaluation of them prior to and 
following the illness. The "strength" of these images prior 
to the heart attack, and the resulting alteration or change 
in them following it, greatly affects this interpretation of 
and reaction to the condition. There is no sharp line of 
demarcation between the three, but an over-lapping and in-
terdependency whereby we cannot refer to one without bear-
ing in mind the other. Frequently any of the terms is syn-
onymous with the one we refer to at any time, yet basically 
in reference to the ego-image, for this is the core, or f o-
cal point. Ergo, the type and degree of adjustment will also 
depend upon the relative ego strength of the individual (or 
its residual). 
The patient's ego image pertains to his concept 
of himself, of his personality, feelings of worth, of his 
relations to others. It is the sum total of himself as con-
ceived by the individual. It involves all defense mecha-
*23, p.3. 
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nisms and "special tricks" to maintain this image. With 
cardiacs (or any disease or injury) it is frequently the 
extent of the damage to the ego-image that will determine 
recovery or invalidism. 
An integral part of this is the body-image, or 
composite picture which the individual has of his own body, 
and represents all current and past experiences of that 
body. It has both conscious and unconscious aspects (re: 
the athlete, age, sex, etc.) and all satisfactions and frus -
trations ever derived from it . "It is lar ge ly a function 
of the ego, and through the ego it not only exerts a pro-
found influence on the individual's behavior, but on the 
perception of his environment as well".* 
The concept of the body-image is largely cultur-
ally determined, particularly as to time and place (re: the 
paintings of the Renaissance wherein the feminine "ideal" 
were mammoth hipped women with small breasts). This image 
helps determine his concept of his own personality, and of 
his relations with other people, and frequently of the role 
he will play in his primary (family) and secondary (social, 
play, and work) groups . 
As indicated previously , there is frequently a 
personificat ion of the heart , as though it were a separate 
entity, and of this we have an organ-image . With other ail-
t •t may be other parts of the body such as "my head", men s, 1 
*14, p.34· 
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or "my stomach" that may be in a controlling position, al-
lowing the patient to do certain things, or forbidding them 
by way of fear of pain, discomfort, increased invalidism, 
etc. Frequently this is expressed in terms of "my heart 
won't let me", with the organ frequently assuming the role 
of parent in its permissiveness or restraint. Conversely, 
the individual may have a relationship of parent to the or-
gan in overprotection, care , solicitude and "nursing" it . 
As the ego is concerned with the self, so now the particu-
lar organ involved assumes an even greater magnitude and 
role in the newly formed or changed ego that has resulted 
from the cardiac ailment . We must now be concerned then 
with whether the integrity of the ego is maintained, or 
whether it deteriorates . 
The two adjustive extremes are those of complete 
denial of the illness, and complete dependency. Depending 
upon the severity - physiologically - a patient may lean to-
wards either of these, yet such may constitute a re?listic, 
wholesome and effective adjustment . It is not good adjust-
ment when the medical picture does not warrant either denial 
or dependen cy as a prolonged pattern of behavior after the 
acute phase has subsided, and the ego has reorganized suffi-
ciently f or a return to a useful life and approved activities. 
One of the key mechanisms utilized is that of de-
~ ~ r efuses to admit that a disability exists. ni all ""b.etev'j ue 
· t· lly this may only be a temporary defense when the pa-Inl. 1a 
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tient is overwhelmed by fear, anxiety and bewilderment, and 
while convalescing will attempt to suppress the thought that 
he no longer has the "body wholett or the "body beautiful". 
As time passes and the ego concept will permit a re alistic 
appraisal of the problem, then an effective adjustment may 
be made. Over a prolonged period of time, as this denial 
manifests itself in overt behavior that is detrimental to 
good medical management of the disorder, then we have inef-
fective adjustment. 
This denial may by a defense against the threat to 
masculine integrity because he views the illness as being 
crippling and disabling.* In denying such, he may refuse 
(or "for gettt) to follow dietary procedures, take medications, 
or follow the physical regimes and precautions established 
by the physician. Denial may also be a form of aggression 
wherein he is striking back or striking out at those who 
would "permit" him to have such an illness. An ger, resent-
ment, and a feeling of "Why did this happen to me?" may 
cause an overactivity that is injurious to the condition. 
This overactivity frequently is an attempt to preserve the 
(of the f ormer self), and he "burns up more ener gy ego-i age 
rebellion than would be needed to make good progress in futile 
tit ** to~~rd adjustmen • 
Complete dependency may be engendered by and in-
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corporated in many facets. Fear and anxiety towards the 
disease and its connotation of death is usually the fore-
most. The need for sympathy 1 attention 1 indulgence 1 so-
licitousness (secondary gains) may well rank a close se-
cond. This passivity and state of invalidism may control 
others 1 and seemingly justify a regression to where they 
must once more be treated like a child that is dependent 
for all its satisfactions and needs . Many times the fam-
ily will do much to foster this state 1 and the wife has giv-
en birth to another child! Accompanying this dependency is 
usually petulance and a depression that constantly requires 
reassurances that he has not been rejected 1 and that every-
one within the family constellation still loves (and pities? ) 
him. Any imputation that the disability is more emotional 
than physical is met with denial and greater feelings of re-
jection and withdrawal. 
A weak ego-image is now a completely destroyed 
one . A strong ego-image has now taken refuge since it 
could not accept an alteration 1 but rationalizes with a per-
mutation permitted it in complete disability. 
An aspect difficult to evaluate is that of moti-
vation. To what extent does he want and attempt to resume 
as much of his former role and life as possible? There may 
be primary gains of disability insurance and retirement 1 
and the possibility of a profit in the disability when we 
consider the benefits of Social Security (disability provi-
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sions), company sickness plans and any private insurance 
payments . (This is particularly true of the lower socio-
economic groups and females). Public welfare systems fre-
quently encourage this when payments via disability assist-
ance and aid to his dependent children may well exceed his 
prior take home pay . Masculine pride (ego) would then be 
secondary if sufficient primary gains may ensue. Motiva-
tion - actual desire to get better - is a form of therapy 
that cannot be minimized . 
Much more important to the patient may be the se-
condary gain achieved; this arising from his awareness of the 
disability, and the attitudes and behavior of others towards 
him. A "nobody" of yesterday who was lost in the hustle and 
bustle of the work-a-day world and seeming indifference of 
the family, is now the center of attention and sympathy. If 
there is a connotation that the heart ailment was caused by 
his hard work, then he may now be somewhat of a hero - a 
casualty that succumbed in the role of working hard and pro-
viding for the hungry brood. If his ego needs and prefers 
the newer role, then we have an invalid. There is pretty 
much of a social acceptance of this narcissism, since the 
"statusn of a heart condition presents another obstacle to 
recovery. 
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CHAPTER III 
SOCIAL ASPECTS 
It is important that the illness be seen in the 
attitudes and approaches of the group as well as by the in-
dividual himself. While he is concerned with the immediate 
family, he may be more concerned with prevailing social at-
titudes towards that particular impairment, and his evalua-
tion of such toward himself. He will quite likely assume a 
new role in the family, work and play groups, and how he in-
terprets their reaction will also aid in determining that 
role. Acceptability of this to himself, and acceptability 
in socio-economic areas will be largely affected by his age, 
education, cultural background, work history and sex. 
An attempt is made to cover a rather wide area in 
evaluating the social and economic considerations of cardiac 
disabilities, as well as the probable facets as they pertain 
to any one particular individual in our own culture. While 
we are primarily concerned with the "American" aspects, yet 
some are of such a universal nature that they may serve as a 
contrast to, or emphasis upon, their counterpart found here . 
Some parts are considered to be almost predominantly within 
the American culture, such as the nature of our diets; the 
prototype of the constantly striving businessman; the anxiety-
laden rat race towards success; the inconsistencies and seem-
ingly hypocracies of our personal and social values; the 
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struggle towards conformity. 
Social attitudes are of extreme significance in 
the emotional adjustment of the individual. Alfred Adler 
held that disability serves as a motivating force through 
compensation, whereby he will strive to excel in those areas 
wherein the disability imposes few if any restrictions. * 
This psychological compensation is more applicable to the 
young, especially to those with congenital defects, or the 
handicap incurred early enough in life so that they are 
working and looking towards the future. \Vhile they leave 
their psychic scars, there is yet determination to forge 
ahead and overcome the physical deficiencies. True, among 
the severely deformed and handicapped there is frequently 
wi thdra\'lal and depression, but this is predominantly where 
there are no areas in which they can compensate, and few if 
any capabilities that can be utilized . 
A more prevalent socio-psychological phenomenon is 
that of the disabled becoming part of a minority group , and 
subject to the same economic and social pressures as other 
minority groups, with the development of the same emotional 
outlook as those who are discriminated against because of 
age, race or religion. Often he is regarded by himself and 
others as being an inferior person, not only with respect to 
his disability, but as a total person . Concurrent with this 
are feelings of shame, inferiority and worthlessness, and the 
*24, P• 4. 
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social concept that he should feel inferior.* 
There is little doubt but that the non-physically 
(and mentally) handicapped generally consider the afflicted 
to be inferior. Much of the aura of sympathy is in actual-
ity one of superiority, and by pity, condescension and tthelp-
ful" efforts such superiority is frequently manifested. 
Whether it be social worker, counselor or physician, this 
need to feel superior is usually part of their makeup. For 
the lay populace, the handicapped just belong to another mi-
nority, and depending on the nature, may react with equal 
pity, abhorrence or rejection. Such inferiority is com-
pounded by the social reaction, and the individual's low-
ered self-concept . 
While there is generally a lowered social status, 
there is yet a hierarchy among the diseases and injuries, 
both as to the individuals (with heart disease) and the 
group. Heart disease usually enjoys a higher status than 
any other because of its connotation of heroic attempts at 
work and activity, and also because it is a non-visible 
handicap. Epilepsy on the other hand is usually the most ab-
horred (if it is known). Generally, the more visible the 
handicap, the greater the feeling of inferiority (despite 
any compensatory achievements). The social 'tacceptabili ty" 
of a heart condition mitigates the usual stigmata attached 
to a disability, and where it is non-visible, society can-
*24, p.l8. 
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not gauge the extent (nor can employers). The minority 
view could well hold then that what is visible is more eas-
ily understood, and what is non-visible is a partial mys-
tery, subject to the vagaries of the psyche and what the pa-
tient relates. 
Education 
Too frequently we confuse intelligence and/or edu-
cational level with earning capacity, and t hese are expec-
tations that intensify the pressures on the individual who 
fails to achieve according to these expectations. No statis-
tics were uncovered that related the incidence of heart dis-
ease in accordance with the particular I.Q. or grade level, 
unless we identify the professional, executive and success-
ful businessman as having the high educational/intelligence 
attainment. 
The drive or striving for success as evidenced by 
salary, recognition, position or status within any work, so-
cial or civic group may be compensatory for lack of this edu-
cation, and be indicative of the blustery, forceful dominating 
type of personality. This is a psychological and social fac-
tor that is attributable in the cause and aggravation of car-
diac disorders. This same force is present in those who have 
achieved at a sufficiently high grade level, yet never real-
ized attainment as recognized by salary, prestige position 
(teaching?) or any ego-satisfying status level, but continue 
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to hammer away at fate, the gods, fellow man and the econom-
ic system until the breakdown occurs. An adjustment (effec-
tive?) to this is a situation of withdrawal wherein he per-
forms at a level considerably below capability, yet where 
little is expected or demanded, and thusly any stress or 
strain is considerably less. In this type of case, there 
may often be fugue or actual flight to another locality, 
with no social onus because he is unknown. 
Cultural 
This facet does not restrict itself to the cultur-
al factors within this country, but to the variances found 
among the several peoples of the world . It does include 
those ethnic groups that have migrated to this land and have 
been a) assimilated, b) not assimilated. Where they have 
been assimilated and have dropped all traces of the former 
culture with respect to diet and modes of living, then they 
are considered to be of our culture (hodgepodge though it 
may be) and no differences noted . If non-assimilated, then 
they maintain their prior culture and may be considered as 
still part of their original grouping. 
The main variant to be considered is that of diet 
and food habits, although this is frequently dictated by geo-
graphical and economic conditions, with tastes and preferences 
arising from them. Status foods and preferences among social 
groups may also reflect the pace of living (oral needs, the 
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status of a particular type of food, the increased ability 
to purchase richer foods). Striving, tensions, stresses, 
conflicts, etc. may be more predominant in certain cultures; 
these, however, quite frequently manifest themselves in diet-
ary habits and have a relationship to the incidence of heart 
disease. 
What was seemingly proved as a cause and effect re-
lationship in any one country, or between countries, could 
too frequently be disproved, or an exception found that would 
relegate the theory to a generalization or trend. l'Yha t is 
found, then, is indicative rather than absolute. 
As we look back in history, we find changing social 
attitudes towards the disabled. Among the ancient Hebrews, 
illness and physical disabili ty marked a person as a sinner -
he was punished and was atoning for his wrongdoings. With the 
ancient Greeks, on the other hand, disability was not a sign 
of sin, but of inferiority. The early Christians, however, 
looked upon sickness and disability as a way of grace, and to-
day this is accepted by all modern major religi ons as they 
(within the framework of their professed beliefs) accord them 
a preferential position.* 
\'Yhile this preferred position is an "official" one 
within the doctrines of today's religions, yet there are many 
variances among the several flocks that are a throw back to 
the earlier beliefs and attitudes. While not an attitude of 
*24, p.6. 
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the church, yet inferiority as just discussed is most preva-
lent . The feeling that a particular disabled or afflicted 
person has been punished is common among many of the more en-
lightened and most civilized segments of our universe. Indeed, 
how many of the handicapped feel that they are being punished, 
and the resulting illness or disability is in expiation of 
their sins? There is little acceptance among the lay popu-
lace that the affliction or deformity is other than the "will 
of God", and a more rational explanation may frequently be re-
jected . Thus we see that while the professed social attitude 
has changed, the actual attitude has not . 
With diseases of the cardiovascular system, there 
has been found considerable variance as to the incidence of 
various types among several countr ies . When we consider the 
differences in the type and adequacy of medical care and fa-
c ilities, methods of reporting and classifications, and 
whether sufficient variables were considered, there may well 
arise the question of definite conclusions being drawn. Many 
of the varianc es are so pronounced, however, that consider able 
si gnificance may be attached to the f indings. 
Weiss* relates that hypertension is a disorder 
largely confined to Occidental civilization, and that studies 
of African natives, the Chinese, Ceylonese and Egyptian la-
boring classes all indicate that hypertension is very rare 
amon g these people. He also found that the incidence of hy-
*1, p.304. 
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pertension in the American Southern Negro is two and a half 
times that of the Southern \Vhi te, but that their ancestors 
in Africa do not have it! He makes the conclusion that the 
American Southern Negro, in his contact with our civiliza-
tion over a period of 200 years, must have acquired hyper-
tension to an even greater degree than the white American. 
In relation to this , the blood pressure of foreigners living 
in China and in the tropics is lower than when they are liv-
ing in a temperate zone. 
There was no causal analysis of this. While diet-
ary habits would be very important, so would the social 
structure, pressures, pace of living, economic stratif ic8-
tion and climatic differences all affect the findings to 
some degree. 
During recent years fats have been strongly sus-
pected as the cause of arteriosclerosis, the most common form 
of hardening of the arteries (in the general circulation and 
more specifically of the coronary arteries to produce a heart 
attack). Arteriosclerosis causes fatty deposits to form in-
side the arteries, creating a narrowing and a roadblock to 
the flow of blood, and may form a blood clot which can prove 
fatal if it takes place in ves sels that nourish the heart or 
brain . This arteriosclerosis is most commonly caused by cho-
lesterol, in turn brought about by an excess of fats in the 
diet . There is a direct relationship between a country's 
consumption of fat, and its heart attack rate - an American 
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gets about 45% of his calories from fats, while a Japanese 
gets only 10%, yet Japan's heart attack rate is only 1/4 
that of the United States.* 
Yet, somewhat in contradiction, is the fact that 
the people of Northern Europe eat about the same amount of 
fat as those in the u.s., but the heart attack fatality rate 
is only half that of the U.S.** While lar ge amounts of cho-
lesterol = arteriosclerosis = cardiovascular disease, yet 
there is no direct measurable ratio that can be applied, so 
that other variables than diet and the physiological process 
must be sought as causative factors. The immeasurable psy-
chological, social and economic differences must be viewed 
and considered in comparing the effect of diet and fatty 
content between several countries. 
Ansel Keys*** (physiologist) found that in adjust-
ing population figures with Italy, 50,000 more Americans die 
each year in middle age of cardiovascular disease (yet con-
sidering their diet rich in olive oils, wine and starches?) . 
The transplanted ltalo-American did not enjoy the statistical 
advantage, however. While he indicates that hypertension is 
common among African Negroes, Italians and Japanese, yet the 
incidence of "degenerative heart disease" is only a small 
fraction of our own at equal age. The Japanese in Hawaii 
appeared to have less severe arteriosclerosis than Americans 
* 36, p.22. 
** 36, p.23. 
***30, p.317. 
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did, but far more than their relatives in Japan. 
His conclusion is that variations in susceptibility 
to heart diseases are associated with ethnic rather than ra-
cial differences, with the mode of life, and not the race of 
the population being clearly of crucial importance. Major 
differences were "obvious" when different population segments 
of the same racial stocks were compared. In analyzing the 
functional characteristics of the mode of life, it was deter-
mined that diet played the major role, with activity and '"ork 
of no significance. In Chicago there was no advantage to man-
ual workers in regard to mortality from coronary heart dis-
ease. Autopsy figures in Japan failed to show more arterio-
sclerosis in sedentary individuals than in manual workers; 
but an outstanding feature of all populations known to have 
relatively little coronary heart disease was their low con-
sumption of fats. The high incidence countries of the u.s. 
and England are in the 40% category of fat consumption, while 
no more than 20% calories from fats in the diet is considered 
the optimum. 
During World War II, with food rationing and a 
shortage of fats, there was found to be a sharp decrease in 
coronary heart disease among the people of Finland, Norway, 
Sweden and the Netherlands. The Jews from Yemen, accustomed 
to a low fat diet and accompanying relatively low heart dis-
ease, reversed this trend when they migrated to Israel and 
adopted the dietary habits of the European Jews with a high 
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fat content - and rapidly increased their rate of coronary 
heart disease.* 
It is difficult to correlate the significance of 
some of these studies, since the frame of reference of the 
writers may differ, and the interpretation placed on the data 
or criteria established for the study may give issue to di-
vergent conclusions . Weiss had found that the Afric an na-
tives were relatively free from hypertension, yet Ansel con-
cluded that hypertension was common among them (as well as 
Italians and Japanesel). Whereas Weiss is a physician spe-
cializing in psychosomatics, and Ansel a physiologist, I 
would not ordinarily suspect too great a difference in their 
findings - while I might if a sociologist and a physician 
were interpreting the data or making the study. A diffi-
culty perhaps is that the findings were in need of qualifi-
cation . Ansel indicated that of obesity in autopsy series 
and surveys of patients with coronary heart disease, that the 
incidence of obesity among coronary victims was not much dif-
ferent from that among clinically healthy controls. Also, de-
spite the difference of heart disease rates, that obesity was 
as prevalent in Italy as in the U. S.** This, of course, is 
not in accord with our contention that obesity - as a physio-
logical factor, and obesity- as a personality type, are pre-
disposing to a heart condition. 
* 30, p.318. 
**30, p.120. 
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Many of these studies are slightly suspect as they 
are viewed in the cultural frame of reference. A study would 
have to incorporate findings pertinent to other disciplines 
involved if other than a trend or generalization were to be 
deduced. The medical, social and psychological aspects are 
inter-related and interdependent, and no one area may conclude 
without channeling the investigation into the other areas. 
Cultural differences must also be viewed from the 
standpoint of whether or not the particular group is the dom-
inant one (or preferred, such as the White, Protestant, Amer-
ican) within the area geographically considered. Being part 
of the minority or inferior groupings gives rise to consid-
erable psychological, social and economic differences that 
affect the ttvalue" and type of food intake, income, opportu-
nity and pressures. The conflicts, compensations, frustra-
tions and drives are determined in large degree by the ex-
tent of the identification with a particular cultural group-
ing, and the degree of its acceptance or rejection by the 
dominant group. The social adjustment demanded of the indi-
vidual affects his diet, drives and needs satisfaction. 
These in turn affect the cultural differences found in the 
incidence of heart disease. 
Age at onset is of primary importance in determin-
ing the psycho-social adjustment and return to a useful exist-
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ence of the individual. A considerable number of small 
children incur rheumatic fever that clears up and seemingly 
leaves no later effects. Others develop rheumatoid arthritis 
and more commonly a rheumatic heart condition that restricts 
their physical activities. With the young, providing there 
are no difficulties other than the physical heart disorder, 
the vast majority are aided in planning their life's activ-
ities and work consistent with the physical limitations -
their life begins in an area of adjustment. With the flex-
ibility and compensation of youth they are not handicapped 
for the particular job for which they are trained or suit-
ably placed. If there is no overprotection or undue emphasis 
upon the condition, then it is generally accepted, and a life 
only slightly modified from the "healthy norm" is indicated. 
Diseases of the cardiovascular system usually occur 
in the middle aged and older brackets, and since we are liv-
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ing in a constantly aging population, then the incidence and 
numbers of cardiac patients will logically be on the increase. 
We have viewed many factors as being contributory to this dis-
ease, yet the rates themselves are affected by the mere fact 
that more and more of us live long enough to fall into the 
age brackets where this condition is most prevalent. Medical 
advances have reduced the mortality in so many other diseases 
such as TB, influenza, cancer, etc., that we now fall heir to 
those a little higher up the ladder and on an upper level. 
We should live so long - then the diseases of age will normal-
ly increase. 
For the individual whose patterns of life and work 
have been established, the age of onset is most significant. 
The patient who has education and skill will, in most cases, 
have sufficient residual functional capacity to utilize many 
of his former skills or have the capabilities for retraining 
in other areas - if he is not of advanced age and unaccept-
able to industry. For those who were not in sedentary posi-
tions, and have little in the way of prior skills and educa-
tion, then premature retirement is forced upon them in many 
instances. Whereas advanced age is a handicap in itself, 
then a heart condition (major or minor) serves to precipi-
tate early retirement or a failure to return to the labor 
market. For the individual whose work-a-day life has been 
fruitless and frustrating, then the work stoppage may be jus-
tified, or at least rationalized. Even after the recovery, 
or diminution of the severity of the disability and its symp-
toms, if the worker is at all close to retirement age, he will 
seldom return to the job. If there is a profit in the disa-
bility (pensions, insurance, welfare, etc.), then the age is 
relatively unimportant, since the factor of motivation to re-
turn to work has disappeared. 
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A consideration of greater importance is usually what 
is expected of that particular person at the age when he incurs 
heart disease, expected by his family and by society. The 
young must return to some type of gainful activity. The mid-
dle-aged should perform some type of work. The more advanced 
in age have worked hard enough, and should not have to face 
the rigors of industry any longer . These are also the gen-
eral attitudes of the employer, irrespective of the degree 
of severity of the condition itself, for the lay person does 
not readily comprehend that heart disease differs greatly 
among those stricken . 
The resiliancy of the individual and his adapta-
bility are affected by his age. The young cardiac is fre-
quently more pliable and can usually cope with changes in 
his environment. A more elderly patient is faced with a 
drastic reorganization of his life and concomitantly more 
emotional upheaval. Return to the same job on a limited ba-
sis is preferable to a marked change in occupation or the 
attempt to learn a new skill . * 
As we have seen in obesity, as the individual gets 
older his areas of (family) responsibility lessen, income 
increases, and opportunity for richer food and easier living 
is more available . As physical activities decreased, so the 
body's need for calories to maintain daily balance decreased, 
but the ingestion of food actually increased. 
According to the statistics of the Metropolitan 
Life Insurance Company, every other individual in the United 
States past the age of 50 dies of cardio- vascular renal dis-
ease, with probably half of these deaths due to essential 
*7, p.8. 
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hypertension - that is, almost t of all people past the age 
of 50 years die of the effects of hypertension in one or 
another of the vital organs.* 
The mortality rate from heart disease rose from 
4.6 in 1925 to 8.6 in 1950 in ages 50 - 64, despite a de-
cline generally of the mortality rate from 21.8 to 19.4 due 
to declines in TB, flu and pneumonia.** This same study 
emphasized the fact that by the time middle age is reached, 
most Americans have extensive arteriosclerosis of the coro-
nary arteries, and even more significantly, that this con-
dition has made its appearance in many young men still in 
their early 20s. These figures are explained, I feel, by 
the preceding paragraphs indicating that we are merely liv-
ing longer, to fall heir to the diseases of age; and many 
of the other diseases that formerly took their toll are 
now controlled by medical science . 
Although illness and disability strike at all ages, 
the aged are their particular targets. In one comprehensive 
study, the rate of acute and chronic disabling illness among 
the age group 65 and over was 729 per 1,000 as compared to 
171 for persons of all ages.*** Bernard Baruch, in this 
study, exclaims "The increase of man's life span by 18 years 
in a period of 50 is having more profound medical, economic 
and social implications than such things as atomic energy, 
* 1, p.303. 
** 30, p.318. 
***24, p.3. 
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air transportation and communication." 
While medicine prolongs life, it also prolongs 
many disabilities - especially in an age grouping that can 
ill afford them. Regardless at what age the individual ac-
cepts or is forced into retirement (disability or not), it 
is a resignation on his part that the twilight era has been 
reached that just waits for the darkness. 
The Family 
One of the most important aspects of the patient's 
background in understanding the cardiac is that of the fam -
ily and his relationship and role within that primary group , 
both prior to and following the heart condition. The con-
cept of self is directly related to his place within the 
family constellation, and is instrumental to any possible 
rehabilitation. If the family were basically a patriarchal 
one, he may go from a previously dominant role to a continu-
ing one - providing he returns to some type of work and the 
family remains dependent and at least partially submissive. 
If invalided, the dominance may continue through demands and 
petty tyranny or a more desirable paternalistic type where 
recognition as family head and respect still prevail. The 
second possibility is the changeover from a dominant role to 
one that is now passive, especially if the former dominance 
were a form of compensation. If he had been excessively 
competitive in the past, chronic disease can serve to justi-
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fy his escape into passive dependency; he can now accept at-
tention and being given to, whereas previously these would 
have been intolerable and unacceptable. 
In a more matriarchal setting, the condition may 
be one of changing from a passive dependent family environ-
ment to one of even greater degree. The inferior feels on-
ly more inferior as the last masculine vestige of support 
is gone . The final consideration is where the previously 
passive breadwinner, invalided (?) by heart disease, now has 
a weapon that is utilized to achieve previously desired dom-
inance through sympathy, demands and threat that death is 
imminent if his whims, desires and needs are not satisfied . 
The specific personal meaning of an illness is of-
ten derived from some other ill person the patient knows . 
Identification with a parent or close relative, who may have 
had a similar disease, can cause the patient much anxiety -
especially if the patient has had hostile wishes towards 
this person. He now sees his illness as retaliation and 
punishment in response to the guilt feelings engendered.* 
This too frequently either induces symptoms, or aggravates 
existing ones, and adds to the resistance to therapy or in-
hibits its possible effectiveness. It is common for a pa-
tient to identify or associate his ailment with another like 
one, even though it may only be for reasons of comparison or 
of talking "shop". The closer the relationship, blood or 
*16, p .484. 
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personal, the closer the identification with the ailment and 
its symptoms . 
Although much of this is within the realm of psy-
chological phenomenon , its bases lie within the framework of 
the family grouping . Such a phenomenon is that of the "an-
niversary r eaction" . As the anniversary date arrives when 
someone within that grouping had died or incurred a severe 
heart at tack (whether he was loved or hated) , the individ-
ual absorbs in a sympathetic reaction some of the symptoms 
and e l ements of the other's ac tual disease . If the disease 
actually exists with the individual, then there are usually 
reawakened fears and anxieties plus an exacerbation of symp-
toms . 
Heart disease is not hereditary, nor is the individ-
ual born with an hereditary susceptibility to it, yet there 
would appear to be a fairly strong family predisposition to-
wards it . There was little encountered that would explain 
such on a purely physiologic al basis, and a premise must be 
that the family predisposition is a psycho-social one. Sym-
pathetic and anniversary reactions are part of this, as is 
the mode of living, the natural endowments, the cultural 
framework and immediate environment . Diet, tensions, drives, 
pressures and anxieties are transmittable within the family 
unit; interacted upon and contributed by each member . 
Family influence is evidenced in a study conducted 
by Drs. H. I . Russek and B. L. Zohman of New York City Hos-
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pital: 100 persons in the age group of 25 - 40 with heart 
attacks were studied in relation to 100 persons with no car-
diovascular disease in a control group of the same ages. A 
history of disease of the heart and arteries in one or both 
parents was obtained in 67% of the cardiacs, as compared 
with 40% of the control group. * These figures are the more 
significant when we realize that the age grouping studied 
is lower than that at which the rapid incidence of heart dis-
ease usually occurs ! While this was purely a medical study, 
one in depth involving the psychological and social structure 
of the families of both groups would undoubtedly have shed 
more light on the causative factors, with the personality 
types being the most important . A study by just one of the 
disciplines always seems to cover just one segment of a prob-
lem requiring total investigation . 
Sex Differences 
So far we have discussed heart disabilities almost 
exclusively from the male point of view, as does most of the 
literature pertaining to this subject . This is understand-
able perhaps since the effect is greatest on the male - es-
pecially in the economic sense where his loss of earnings 
may be a catastrophe . Social expectations are greater for 
the male , for if it is at all possible, he should return to 
work and resume his responsibilities. If the female (wife) 
*40, p.25. 
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has become ill, it is considered callous and calculating if 
the husband permits her to resume work activity. There is a 
tremendous social onus attached to he who would have her once 
again contributing to the family income - regardless of the 
degree of severity of the illness or of recovery. Yet it is 
the female who is better prepared physically to carry on in 
most instances. It is the social expectations of the male 
that contribute to the onset of the ailment (which in turn 
establish what the male expects and frequently demands of 
himself), and the fear and apprehension of what society ex-
pects and thinks, that often impedes recovery in the average 
conscientious male. 
Men, in spite of their muscular strength, are ac-
tually more fragile than women, and become increasingly so 
as they grow older. The average life expectancy for men at 
the present time is 66 . 7 years, and for women 73 years.* 
There are, of course, many factors other than medical in ex-
plaining the difference, but the greatest is the role that 
each is expected to fulfi ll. 
From a purely physical approach, women are health-
ier then men, they carry high blood pressure and additional 
weight with less risk; they have kept their weight down in 
the last generation, while men have grown heavier (ego image 
of the female?) . Below the age of 40, women have lower blood 
pressure than men, but above 40, their pressures increase 
*35, p.53. 
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sharply until in the 60s they have higher blood pressure 
than men. Men have tended to be 5 lbs. heavier than their 
fathers, but women slimmer than a generation ago. Men start 
putting on weight in their 20s, but level off in their 40s -
women stay slim into their 30s, and after 35 begin to bulge.* 
It is to be noted here that the weight increases for women 
after 35, with sharply increased blood pressure after 40! 
Since this is relatively the period when child-bearing years 
are over, we may suspect that there may be a tie-in with the 
diminution of her sexual role . The man continues with a 
purposeful existence with his work that should, over a per-
iod of time, increase his feelings of worth and contribution, 
while the woman's may well decrease. The sharp increase in 
the blood pressure of women after 40 is at a time when the 
menopause also curtails the function of motherhood, and this 
may be a causative factor from both a physical and psycholog-
ical approach. Margaret Mead, the famous anthropologist, has 
emphasized in her writings that nowhere does menstruation and 
the menopause affect women (physical symptoms and psycholog-
ical reaction) to the degree that it does here in the United 
States. 
There are two basic theories accounting on a phys-
ical level for sexual differences in the incidence of heart 
disease:** 
* 50, p.20. 
**35, p.53. 
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1. Men having a higher metabolism rate, there is cre-
ated a faster tempo in their body functions, and under more 
stress and strain - more subject to the inci dence of cer-
tain diseases such as the heart . 
2 . Theory of sex hormones - women are generally sub-
ject to degenerative heart diseases later than men - averag-
ing 8 - 10 years, leading to the speculation that there is 
some built-in protection in women associated with their sex 
hormones . This theory expl~ns that the male sex hormones 
produce relatively early arteriosclerosis in men, and that 
the female hormones are more likely to protect her from early 
coronary heart disease . Since the incidence of heart dis-
ease takes a greater jump after menopause when female sex 
hormones are no longer as active nor as plentiful, then this 
may well be considered a c ontributing factor. 
Whereas there are so many facets brought into play 
that are causative to heart disease, it is impossible to ac-
curately gauge the degree or significance that any one in 
and of itself bears to the problem. Rather it is the inter-
play , the degree varying from individual to individual, of 
all of them that must be considered in evaluatin g a cardiac 
condition - and this calls for an interdisciplinary approach 
rather than one on a purely biological basis. The social and 
psychological aspects pertinent to sexual differences far 
transcend the mere biological differences. These biological 
differences assume an importance only in as much as they are 
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the bases for many of the psychological and social differ-
ences. 
Role expectations and stereotyped acceptable sex-
ual behavior patterns account for much of the stresses and 
conflicts as they pertain to the male and female . By sexual 
behavior patterns I refer to that acceptable behavior ex-
pected of the male and the female in our societ y. Whereas 
no one is completely male or female, there is too frequently 
a conflict between the social value attached to what is ex-
pected, and what may be overtly or covertly practiced - or 
between actual behavior and the strong feelings or needs of 
the individual seeking t o perform differently. The male 
must be brave, protective , ambitious, hard-working, self-
contained, assertive, str ong, "masculine", competitive and 
exhibit no emotionalism l est it detract from his masculin-
ity . The female, on the other hand, must be sympathetic, 
loving, compassionate, the arbiter of values and virtues, 
"feminine", and given free rein of emotional expression. 
Outside of physical activities, there is no thera-
peutic release valve for many of man's emotions; he must in-
ternalize too many of them . His having to play a role that 
is in conflict with his true nature induces many physical and 
mental difficulties - leading to heart disorders (among oth-
ers). The woman, on the other hand, has a freer emotional 
release that is socially permitted - and expected. Ye t, the 
emotional needs of men are just as great as women's . The 
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Anglo-Saxon prototype is that of the "stiff upper lip" and 
always live up to "manly" expectations; be a brave nlittle 
man" is instilled by both parents at an early age. The Ital-
ian and French males are allowed much more in emotional ex-
pression, especially those emotions expressing sorrow, frus-
tration and disappointment. 
The American woman's greatest personal and often-
times private catharsis is the free flow of tears. Her 
greatest built-in - acceptable - safety valve is a weeping 
therapy; this either reduces or eliminates many of the ten-
sions that erode man's resistance to heart disease. While 
we tend to belittle and decry the long hours that women 
spend on the telephone, can we deny that this, too, is a 
form of catharsis and emotional therapy for them? 
"Men might not be subject to so many heart attacks 
if they could unburden themselves to the extent that women 
do".* Sidney Harris, the author of this quote, offers this 
as a partial explanation of why men turn to liquor or sexual 
adventures when the pressure gets too severe. The inability 
to disclose their real feelings in a personal relationship 
adds to the pressures building up, and he attributes the 
male to female ratio of 4 - 1 in suicides as stemming from 
this. It would seem that self-disclosure for the male is 
limited to the psychiatrist or the confessional. Unfortu-
nately, I did not encounter any studies involving a break-
*48, p.8. 
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down of heart disease according to religious affiliation. I 
should think that confession, as a medium of catharsis, would 
aid in relieving at least some of the male emotional ten-
sions and serve as an effective release. With this in mind, 
I might expect the incidence of heart disease to be somewhat 
lower in a Catholic population (adjusted for proportion to 
the total population). 
A criticism of the physici an is that he is fre-
quently inclined to ignore the work experience and energy ex-
penditure of the housewife with heart disease.* The conten-
tion is that a woman managing a household without assistance 
is the physical equivalent of a full-time industrial job. 
Yet the average woman with a cardiac condition can usually 
manage the household, if she 1s taught to limit her time and 
change her work methods so that the same results are obtained 
with a minimum of physical effort. 
We cannot deduce that physical effort is a causa-
tive factor in the heart disease of a housewi f e, even if it 
is the equivalent of a ful l-time industrial job. Among 
90,000 employees of the duPont Company throughout the country 
in the age grouping 20 - 64, the rate of heart attacks for 
men was 2.9 per 1,000, while that for women was 0.2 per 
1,000.** The physical factor is further minimized when we 
consider that women in industry perform light and/or seden-
* 7, p.9. 
**39 , p.23. 
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tary tasks. 
Work Factors 
There are two different jobs to consider with re-
spect to the heart patient - the job that he held, and the 
job that he is physically capable of performing. 
Man should derive psychological support from work, 
a satisfying sense of being self-dependent and worth while. 
To be completely satisfying, work should call for and receive 
our best efforts, and should bring an adequate measure of re-
cognition, approval and financial reward. Unfortunately, this 
does not hold true in many instances, and there are innumer-
able workers who would escape from the hum-drum existence of 
their jobs were it not for the economic loss and social dis-
approval that would ensue. For some, chronic illness offers 
just such an avenue of escape - with several means of compen-
sation, and no loss of approval by the family and society in 
general. Perhaps they were in a type of work for which they 
had little aptitude, and even less interest, because of eco-
nomic necessity. 
Many are in the wrong line of work because they too 
frequently confuse intelligence with earning capacity. They 
seek high wages as evidence of their worth, and ignore their 
emotional needs in a "choice" of jobs. "What is a brilliant 
opportunity for some, is a trap for others."* The worker 
*33, p.7. 
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should choose and stick to the kind of job that is most sat-
isfying, for work happiness must bring satisfaction to the 
whole person. The ideal situation is working at that which 
we have ability for and enjoy doing, among congenial co-
workers and under ideal environmental conditions, and with 
respect for the organization we work for.* 
Yet , the patient is in a dilemma when he is mis-
erably suited to his job, but cannot escape the trap lest 
the ones dependent upon him suffer. Perhaps he unconsciously 
desires an illness or injury that will free him of his frus-
trating and conflicting feelings towards the job. If the 
work situation satisfied none or few of his needs, then de-
spite the stigmata of a chronic illness, it may well gratify 
more of these needs than the job could have. 
For the individual who did achieve satisfactions 
in his work, the enforced idleness now constitutes a psycho-
logical bottleneck. Work and activity are universal outlets 
for aggression (to a lesser extent for women, who are verbal 
creatures), and the work habit becomes a firmly established 
pattern that sublimates many drives and represses much anx-
iety. Without work, there is no satisfying acceptable outlet 
that can satisfactorily maintain the integrity of the ego. 
The more mature individual may have sought rewards 
other than his job. Status, satisfaction, recognition and 
some needs fulfillment may have been achieved in hobbies, 
*33, p.7. 
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civic duties or other activities that were emotionally com-
pensating. Unsatisfactory family relationships may channel 
additional activities into this area, or place an even great-
er demand upon the job to satisfy all the needs of the indi-
vidual. 
The patient is usually better off if he can return 
to his former job on either a full or part-time basis; if not 
to the former job, then one within the same company that is 
selected on the basis of his present physical capabilities. 
The feeling of security in knowing that he is wanted back as 
a valuable employee, the familiar lines of work and fellow 
employees, the retention of seniority are therapeutic agents 
in themselves. The difficulty arises when the former company 
will not take him back- either because there is no lighter 
type of work that he can do, or because they will not find a 
place for him. In seeking work elsewhere, other firms are 
suspicious because he was not rehired, and may interpret the 
condition to be more serious than it may actually be. \~ere 
the individual may be middle-aged or beyond, and have a re-
latively unskilled or laborious type work background, it is 
extremely difficult to find acceptable employment elsewhere -
or for rehabilitation agencies to aid in selling him to in-
dustry. Frequently, if he does return to work under these 
circumstances, it is at considerably less pay; and, unfortu-
nately, there are firms that exploit the handicapped's need 
for work by offering a bare minimum wage. 
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Callous though it may appear, some companies are 
glad to see some of these workers forced into early retire-
ment. If the individual held any kind of a supervisory or 
executive position, the young blood is eager to move upward 
into the slot, and it may make for a general movement upward 
all along the line. The replacement may be paid less than 
his predecessor who achieved a higher wage through years on 
the job, and the company just "don' tu want him back. Qual-
ified though he may be, he is superannuated, and to try and 
seek a new spot with less pay, prestige, and challenge - even 
though attained - hastens either death or invalidism. The 
ego may be more drunaged by a return to an unsuitable and un-
satisfactory type of work than if he were to retire completely. 
'Tis better to fade away as an old war horse than to drag 
along in the traces? 
Considering all aspects of the patient and his prior 
job, it is , in most cases, better if he can return to some 
type of activity. While the vast majority are physically ca-
pable of working - even t hough on a modified basis or at light-
er, less physically and mentally strenuous tasks than before-
it is the general unacceptability by industry that prevents 
their return. In spite of what public relations departments 
of industry proclaim, the heart patient is too often unwanted. 
The visible handicap is preferred to the invisible, and a 
heart condition still represents the unknown to many companies. 
The "heart laws" of some states do not actually ben-
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efit those with a cardiovascular condition, no matter how 
slight. If the attack occurs during working hours, then it 
is assumed that it is an industrial accident, and a workmen's 
compensation case arises . The fallacious theory appears to 
be that it is the nature of the work, and not the individual 
himself, that is responsible . Fortunate is he who has the 
attack while at work, and not while at home or in his sleep! 
The road back from a heart attack is a rough one. 
It is often obstructed by deadly fear - either of being 
"through", or that another attack may bring death . But of 
the estimated million heart attacks each year, roughly half 
make a come-back and return to work. The 50% who do not, 
however, constitute an alarming percentage unless we consider 
that a good portion of them are incurred by those already re-
tired or in the late years of their lives where retirement 
is already around the corner . 
Doctors generally agree that the sooner a heart 
victim returns to work after the physical recovery from his 
illness, the better are his chances of complete rehabilitation. 
It is felt that if the cardiac is away from the job for as 
long as a year, there is a 50 - 50 chance that he will never 
adapt well to work again . Yet the cardiac is a good risk as 
an employee, producing 2% better than healthy workers on the 
same job.* However, here the illness serves as a motivating 
force . If this job is lost, they may never secure another, 
*44, p . 20. 
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so that the fear of not retaining this position may generate 
enough anxiety to induce an exacerbation of the condition. 
Any handicapped person is compelled to do better than the 
next worker in order to prove that he is capable, is not in-
ferior; and the realization that there may not be another 
job if he loses this one. Yet fear is an ambivalent factor. 
It may compel the worker to excel in order to hold the job, 
but it may also act as a deterrent in his anxiety that he 
may incur cardiac symptoms or another attack. 
The physical demands of industry vary. Some jobs 
require little or no physical effort, while others regularly 
demand considerable physical activity. The problem, then, is 
to determine the level of physical activity that the cardiac 
worker is capable of, and to match this with the physical de-
mands of the job.* When selectively and correctly placed, 
the cardiac worker is a capable and reliable worker. He will 
also feel more secure and comfortable in his position knowing 
that the plant physician, after a thorough medical examina-
tion, and the personnel department have worked together to 
determine the best type of work for him. But the psycho-
logical and social aspects for the individual worker must also 
be known for effective work adjustment. The para-medical 
factors of personality type, family, interpretation of and 
reaction to the illness; all have an interdependence with 
the ailment itself, and should be considered in the over-all 
*5, p.7 . 
98 
evaluation. I realize that this may seldom be accomplished 
by the medical and personnel departments, and may not be 
practical or feasible merely to hire or return a worker to 
his job, but anything less than this is superficial and re-
duces the "guarantee" that the worker will successfully adapt 
to the tasks of the job. 
Follow up studies* on selectively placed cardiacs 
with capacities up to and including IIIC (see pages 19 - 20) 
gave no evidence that, under proper medical supervision, con-
tinued employment had any adverse effect on the course of 
the disease. Those with a history of myocardial infarction 
were able to resume work and continue in gainful employment 
for relatively long periods of time without relapse or ex-
cess absenteeism. Every occupational category was represented 
in these studies on employed cardiacs, but three limiting 
factors emerged: 
1. Patients over 55 have difficulty finding jobs. 
2 . Patients with a cardiac capacity of IIIC or worse usu-
ally cannot work full time under average industrial conditions. 
3. Patients with severe or marked cardiac anxiety are 
handicapped in their ability to work. 
Most prejudice towards cardiacs results from pub-
licity given to deaths from "heart attacks". These sudden 
deaths are usually the result of coronary thrombosis - in 
which a blood clot blocks the artery that feeds the heart 
*7, p.l. 
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muscle. Most people with coronary heart disease or any oth-
er type of heart disease do not die suddenly.* Thusly, there 
is not only the individual's fear to contend with, but the 
fear and apprehension of fellow workers, and most important 
of all - employers. While we may reasonably say that the an-
swer lies in educating the public generally, and employers 
particularly, this would be almost impossible. We refer spe-
cifically to cardiac disabilities in this thesis, and heart 
associations publish innumerable tracts and insert untold 
numbers of articles in news media to acquaint the public with 
the problem, but it is mainly those concerned with heart dis-
ease that absorb the information. There are any number of 
agencies and associations that beat the drum for TB, epilepsy, 
cerebral palsy, arthritis, muscular dystrophy, mental illness, 
alcoholism, retardation, etc. The average employer cannot be 
informed on all of these, especially the smaller companies 
who do not have the large specialized staffs in personnel de-
partments with medical divisions to evaluate and advise . Yet 
these associations and agencies constitute pressure groups to 
hire and favor their particular brand of handicap (especially 
the small firm on the local level). 
Perhaps the greatest obstacle to a cardiac's re-
turning to work is the belief (?) that it will affect the in-
surance rates for that particular company. Yet experience 
has s hown that rates are not increased when the worker's 
*5, p. 3. 
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heart condition is known, so that he c an be placed in a s uit-
able job.* Whereas rates are determined for a particular in-
dustry, and for a company within that industry, then proper 
placement is of the utmost importance. If put in the ri ght 
job, then a disabled person is not handicapped for that job. 
There are claims pro and con as to whether disabled workers 
have a lower accident rate, but it would appear logical that 
they would be more alert and cautious in their working en-
vironment than the healthy norm. They have to be - there may 
not be any other job if they lose this one. 
A u.s. Department of Labor survey compared 1, 840 
cardiac workers with 3,055 workers without cardiac disease on 
the same job in over 50 different industries. There was only 
a small difference in job performance between the two groups -
the difference being in favor of the cardiac workers who pro-
duced slightly more than the non-cardiac workers . The s tudy 
showed that 8 out of 10 cardiacs who returned to work were 
able to go back to their old jobs. The remaining , because of 
a more serious nature of their disease, had to change their 
type of work . ** 
Does the incidence of heart disease vary amon g jobs, 
or is it restricted to the type of individuals tha t perform 
that type of work? A study of a lar ge nationwide firm re-
vealed that men in the two highest salaried groups with the 
* 6, p.7. 
**6, p. 8 . 
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greatest degree of responsibility had the highest incidence 
of heart attacks - 3.7 per 1,000, while those with the least 
responsibility had an incidence of 2.3 per 1,000 . * There is 
little question as to those manifesting the most drive, who 
expected the most of themselves . As we previously discussed 
the personality pr edisposition of many of those with heart 
disease, we may ponder as to whether the job demanded that 
personality type in order to achieve the position. Police-
men and firemen seem to be in a preferred position, for any 
heart disease is assumed to have been incurred in line of 
duty; yet there are any number of positions with equal men-
tal or physical stress . Apparently in their type of work 
(policemen and firemen) it is assumed that the heart risk is 
inherent in the nature of their duties and not precipitated 
by strictly organic or personality factors. The person - or 
the job - or can we easily separate them? 
Work Evaluations 
Most cardiacs with a classification of IB, IIB, and 
IIC can work 40 hours a week in clerical and sales jobs and in 
most skilled and semi-skilled occupations; many IIIC cardiacs 
can be employed in sedentary or part-time jobs . ** But the 
classification by a physician may not be sufficient, he may 
make his evaluation on the basis of diagnostic data and/or 
* 39, p.23. 
** 7, p.3. 
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expressed symptoms of the patient. Frequently a more objec-
tive and detailed approach is necessary, especially in the 
borderline cases where some supportive therapy and trial work 
situations are possible. The workshop - frequently working 
in conjunction with a cardiac work classification unit - pro-
vides a setting where a patient may start on the road back. 
The workshop offers varying types of tasks to aid 
in gradually increasing the work tolerance, starting with a 
few hours a day at very light duties until the known work 
tolerance is finally determined. In such a situation as this, 
the applicant subjectively experiences less threat to his ego 
and less feeling of stigma as he shares a common experience 
with others. It may also function in the area of group psy-
chotherapy; displacing the patient's resentments, fears and 
frustrations towards the workshop. The security and support 
of the group itself serves in many cases to dissolve fears and 
restore feelings of adequacy and self-esteem. Self-confidence 
is gradually regained as capacity is tested in an actual work 
situation.* 
One of the fears to be overcome is that of attempt-
ing any type of activity, and this is peculiar to the heart 
patient. This patient too often thinks of work as constitut-
ing a hazard, whereas this is not a difficulty with other dis-
abilities. The amputee does not think of work as impairing 
his health. The overwhelming fear that any exertion may 
*19, p.5. 
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shorten his life poses a special problem in rehabilitation 
and efforts to return him to gainful activity. At the other 
extreme is the patient with the defensive need to deny the 
illness, and he attempts any task from digging ditches to 
pushing pianos around.* 
The experiences of one workshop may be quite typ-
ical of those throughout the country.** Here it was found 
that the judgment of work tolerances pragmatically arrived 
at were more accurate than those clinically established by 
the physician. It was anticipated that they would be serv-
ing patients who, for cardiological reasons, had limited work 
capacity; but who presented a potential for increasin g work 
activity under a carefully supervised work program . Actually 
a lar ge number were found to be able to work an 8 hour day 
within limitations . A large number were unable to accept 
this fact psychologically, or else had complaints that were 
subjectively felt to be of cardiac origin, but upon medical 
examination were not found to be referrable to or ganic dis-
ease. (But yet with this functional or neurotic heart ail-
ment, workshop therapy would be necessary.) 
The past work history is important, since the goal 
is to have the patient return to work if at all possible. 
From his work background may be determined the de gree of work 
stability , the extent to which work has been a predominantly 
* 16, p.485. 
**19, p.6. 
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satisfying experience, and the emotional factors that have 
operated in the patient's concept of work and his concept 
of himself as a worker.* Trial work situations in the work-
shop, and any type of retraining, must be consonant with his 
physical limitations and not in conflict with his emotional 
needs. The former is a must, but the latter is not always 
possible. The satisfaction of emotional needs in an antic-
ipated job is to be desired; but a mature adjustment or com-
promise is necessary, else he may never return to a productive 
life. This is part of re~listic counselin g , and the psychol-
ogist and social worker, together with the rehabilitation 
counselor, must function together to prepare him physically 
and mentally for the new work venture. 
While much of this is generally applicable, there 
can be no stereotyped approach, since each individual is a 
different problem. Age, education, family, work background, 
extent of illness, sex and psychological make-up affect the 
necessity and motivation for work. Of equal importance, there 
may not be the opportunity for work. Depending on the geo-
graphical location, phase of the business cycle, and willing-
ness of employers to hire, he may not be able to secure work -
even though ready, willing and able. 
The Physician 
The key figure in the rehabilitation of the cardiac 
*17, p . 266. 
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patient is the physician and the extent to which he treats 
the whole person. Unfortunately, in too many instances, he 
treats the body, and not the person within the body. This 
is not necessarily a condemnation of the medical profession; 
for time , cost , available qualified professional personnel 
and large patient loads frequently make it impossible to 
treat the person in his entirety. 
This is almost an addendum to the preceding treat-
ise, since it doesn't fall entirely within the purview of med-
ical, psychological, social or economic, yet encompasses parts 
of all of them. It may well depend upon the socio-economic 
level of the patient, however, as to the extent tha t the 
physician will begin to understand, meet and satisfy the needs 
of the patient . The cost of " good medical management" is fre-
quently beyond the means of the average worker, so that he 
may well receive only that which he can afford. It i s said 
that the only ones that can receive medical care irrespective 
of cost are the well-to-do and those on welfare . The well-
to-do, in many instances, do not have the degree of economic 
pressure to return to work, and those on welfare either don't 
have to or don't intend to. 
There is a maxim in medicine that to treat the pa-
tient, one must know the patient, and many physicians do not. 
There are several knowledges that the doctor should have:* 
*15, p.6. 
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1. To know the patient as a person. 
2. To know the person as a patient. 
3 . To know the patient as a member of a family group. 
4. To know the patient as a member of society. 
Yet, how many patients could the physician treat were he to 
be as thorough as this? In terms of financial cost, can the 
patient afford to have the physician "know" him? 
There is little doubt but that in the majority of 
cases the doctor prescribes and treats on the basis of diag-
nostic findings and symptoms pertaining to a particular or-
gan . Yet the body and the psyche may be equally ill. The 
tendency is too prevalent 1 though, to "play it sa.fe" and tell 
the patient to "take it easy". Rather than bring him along 
to where he may be able to tolerate more and more activity, 
the doctor is afraid of being blamed if he is not overly cau-
tious where the patient may possibly incur another heart at-
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tack. This may only be concern for the welfare of the patient, 
but it is also a contributing factor towards invalidism . 
Where there is the possibility of the receipt of 
benefits such as disability compensation, social security pay-
ments or other sources of income - provided there is a medi-
cal certificate of disability - the physician too often furn-
ishes this certificate as a humanitarian gesture . The pro-
fession decries socialized medicine, yet inadvertently does 
much to bring it about by certifying for social programs al-
ready in effect . Perhaps it is a matter of "damned if he 
does, and damned if he doesn't"! 
The family physician is usually a general practi-
tioner, but may continue to treat the patient after his re-
lease from the hospital. In this time of specialization -
if the patient can afford it - he is referred to a cardi-
ologist or a specialist in internal medicine, who are experts 
in the nature of the disease and its treatment, but who do 
not know the patient. \vhat he needs most of all is some of 
the doctor's time, information and reassurance. The waiting 
room in an average busy practice or clinic is almost indica-
tive of assembly line medicine , and it is difficult to see 
where "socialized medicine" would be much different. 
Some patients do considerable "doctor shopping" un-
til they find one who tells them what they want to hear. 
Where there are differences of medical opinion, the patient 
will ultimately locate the physician who understands and ap-
preciates what is wrong with him (or her) and tell h im to 
rest, take it easy, forget about work, and prescribe innumer-
able medications . Or they may seek the doctor who has the 
time to sit and listen to what is bothering the patient. He 
may well talk about a deep-seated worry or fear that is a 
causative factor in the illness, or is aggravating the con-
dition. The physician is the logical therapeutic agent for 
the patient's need for catharsis, and this is the area that is 
too often neglected. As they too h ave the time, the qualified 
social worker, psychologist or rehabilitation counselor may 
satisfy this need, but many cardiac patients may never come 
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in contact with them. These contacts are never as personal, 
nor do they have the patient's confidence to the extent that 
a sympathetic but honest physician would have . 
Many heart patients are disabled from ignorance , 
and the only source to remove this ignorance is the physician 
if he can and will spend time with the cardiac to sufficient-
ly inform him of what has happened, is happening, and will 
happen under a good medical regime centered on rehabilitation 
and a return to activity. Adequate information about the 
heart and its workings will do much to relieve the anxiety 
that stems from misinformation. Dr. Bellack* cites an excel-
lent example of how this might best be accomplished: 
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Drawing diagrams of the heart anatomy, explaining the 
particular disorder in mechanical terms with analogies 
familiar to the patient, can be corrective both in-
formationally and emotionally. By comparing the 
physiology of cardiac revascularization to the heal-
ing process in a fracture, the therapist can offset 
the patient's fear of irreversible impairment; by 
explaining the relationship of vascularization to 
physical activity, the therapist can help him to al-
ter his conception of the damage caused by work; one 
can point out to him that the heart is a muscle like 
the biceps, and thus benefits from appropriate ex-
ercise. 
In heart cases more than in any other type of ill-
ness, must the doctor treat the emotions as well as the sick 
organ; yet instead of allaying the anxiety and educating the 
patient , he may contribute towards additional anxiety by sup-
plying information that is not understood. The physician may 
*16, p.485. 
state that the blood pressure is a little high, the heart 
sounds are quite pronounced or fairly rapid, or call in an-
other physician to check his findings. The interpretation 
and effect upon the patient can be well imagined! The ad-
monition to take it easy, or to do nothing but rest, may 
cause the patient to think that his condition is actually 
worse than it is. (That portion of the disability or anxi-
ety arising from the doctor's advice, his statements, or mis-
interpretation of the statements is referred to as the iat-
rogenic factor in an illness.) Where much may be left to 
the cardiac's imagination, recovery may be impeded instead 
of initiated. 
Adequate information given to, and proper educa-
tion supplied for the patient is a form of psychotherapy 
(although it may appear superficial) that is a necessary 
concomitant of treating heart disease. It is a type that 
can be furnished by the average physician. It is not "the 
total reorganization of the personality, but a restoration 
of the patient's functioning on the level of pre-illness 
adaptation."* No insight or adequate adjustment can be 
achieved without this. 
*16, p.488. 
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CONCLUSIONS 
We cannot isolate an illness within a particul~r 
organ. There is an interaction, physiologically, among many 
organs and systems when the illness occurs. There is an emo-
tional reaction to every illness, particularly cardiovascular 
disorders, by the individual, his family, society and that 
segment of society that comprises industry. Much is depend-
ent upon the type of illness, the type of individual, the 
type of family, the type of society, as to the effectiveness 
of adjustment. 
If there were to be a key word to indicate adjust-
ment and type of adjustment, it would be expectations - prior 
to and following the heart ailment. The expectations are 
those that the patient had and has of himself; that the fam-
ily has of the patient; that society holds for that partic-
ular sex, age and economic grouping . Yet, each of these is 
dependent upon the other. While this thesis was, in a sense, 
"departmentalized", no one factor existed by itself to be 
measured for its degree of significance or isolated effect. 
Obesity , for example, leads to investigation in the areas of 
medicine, psychology and the cultural setting of any society. 
We are, too frequently, not what we want to be, but what we 
are expected to be. 
From these expectations arises conflict, personal 
and social. Over a prolonged period of time, conflict will 
result in a somatization that is frequently manifested by 
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heart disorders . To the extent that the conflict is com-
promised (compensated for), will be determined the extent of 
adjustment or maladjustment. 
In a sense, the individual is not studied, but his 
personality . The body and the effectiveness of its machinery 
are an integral part of that personality. The mind, with its 
emotional experiences and interpretations, is dependent upon 
the body. As the two are inseparable in constituting the per-
sonality, so they are inseparable in illness and its treat-
ment. 
Mc~y disabilities are perpetuated by treatin g the 
body without treating the personality. Through l ack of know-
ledge, time, qualified personnel, or indifference, it is pri-
marily the symptoms that receive basic treatment in heart 
disease. Adequate medical management in depth of the dys-
function, and the personality in which it occurs, too fre-
quently depends upon the socio-economic status of the partic-
ular patient. It is necessary that the physician consider 
the concomitant emotional factors existent in the individual, 
and employ that psychotherapy that will attempt to adapt, to 
the extent possible, the patient to his pre-morbid person-
ality. ~~ile there will undoubtedly be modifications, to the 
ego-image and the areas of activity, the psychic trauma will 
be more in keeping with the physical. Impractical and im-
possible (or at least much to be desired) though it may ap-
pear to the medical profession, any great advances in the 
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rehabilitation of cardiac patients will lie solely in the 
realm of treating the whole person, and not a segment. 
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